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DOCTOR-PATIENT RELATIONSHIP 
IN ‘THERAPY 


A ROUND TABLE DISCUSSION 


ALEXANDER REID MARTIN, MODERATOR 


ELLOW COLLEAGUES, I wish to express my 

thanks to those who organized this panel 
for asking me to serve as moderator. ““The 
Doctor-Patient Relationship is Therapy”: 
I can think of no more important area to be 
considered; whether we are interested in 
research, diagnosis, prognosis, or any other 
aspect of the psychiatric or psychoanalytic 
discipline, therapy must always be our final 
meeting ground. Earlier, I overheard some- 
one state that he had considered the panels 
he wished to attend and had decided that 
he was going to the one called, “The Doc- 
tor-Patient Relationship in Therapy.” Ob- 
viously his unconscious had read into the 
title what many of us believe is funda- 
mentally true. Each member of this panel 
has had lengthy experience in the subtlety, 
the intricacy, the formative qualities and 
the exquisite sensitiveness of the doctor- 
patient relationship. We ought to know 
more and more of what goes on. between 
two human beings engaged in the therapeu- 
tic relationship. What is the nature of that 
relationship? And I hope as we proceed 
that we will not only learn something of 
the qualifications of a “good therapist,” 
but, what is of such great consequence, how 
he acquires those qualifications. 


As a moderator, I am supposed to play 
a somewhat passive role as to contributions, 
but a rather active role in directing the 
participants along paths that seem to be 
possibly productive. However, being hu- 
man, I will be impelled to indicate from 
time to time what I would like to see 
evolve, what questions I would like to have 
answered, if possible; also to try as far as I 
am able to indicate what seem to be some 
of the common denominators that evolve, 
and to point out the areas of general agree- 
ment and general disagreement. 

If I might inject my own point of view 
at this juncture, it seems to me that what 
has not been sufficiently stressed so far has 
been the extent to which the doctor and 
patient are constantly and inevitably in- 
volved. One of the questions we must ask 
is, what are we able to admit to ourselves 
about the nature and extent of our in- 
volvement with the patient, and to what ex- 
tent is it compulsive? Also, how much is it 
necessary and helpful to admit to the pa- 
tient? My remarks here regarding involve- 
ment are prompted by the rather casual 
statements you occasionally hear that the 
therapist must not get involved with his 
patient. But we are always involved with 
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our patients. We, as therapists, because of 
our greater experience, should be able to 
recognize and cope with the involvement. 

We have heard how a sound therapeutic 
relationship depends upon trust, upon a 
lack of rigidity, but it seems to me that in 
approaching the relationship in these 
terms, the therapist may sometimes indulge 
in a good deal of wishful thinking, and I 
detect some tendency to be misled by the 
manifest content. I should like to hear a 
good deal said about the therapist’s desires 
and efforts to deal with all the self-deceptive 
processes, both in himself and in the pa- 
tient. 

With your permission, I would like for 
a moment to step out of the role of modera- 
tor and read from the current “Reporter” 
—May 11, 1954—an excerpt which has, I 
am sure you will recognize, the most timely 
and significant therapeutic implications. 
The writer, Michael Amrine, vividly calls 
our attention to certain attitudes—let us 
say products of the ultrascientific approach 
—which all too frequently enter into the 
doctor-patient relationship, particularly in 
the young, enthusiastic analyst, and which 
can only be devasting in their effect. I 
quote: 

“The truly symbolic photograph of our 
time is not of the mushroom but of the 
crying Chinese baby. You have seen this 
famous photograph. It dates back to the 
Japanese attack on China, but it reappears 
periodically in war-relief drives and in the 
camera anthologies. 

“Very simply and dramatically the cry- 
ing Chinese baby photograph shows an 
infant sitting amid the ruins of a railway 
station. Bombs are still falling. The baby 
is stained with dirt and blood, and its face 
is so contorted that you can almost hear 


its cry competing with the roar of the 
bombing plane. 

“But the point of the picture is not what 
it shows before the lens, but what it shows 
of civilization on our side of the lens. 

“Some photographer surmounted his pri- 
mal fear to go to work through that bomb- 
ing, and he held his camera steady. And 
long before that bombing he had learned 
that the news, the picture, the flash, the 
smash, the story was the important thing. 
The picture of the emotion is everything; 
the emotion is secondary. So he did not do 
as men in ages past would have done. He 
did not do what men in ages to come, if 
man survives the era that produced his 
technique, may do. 

“He did not rush to pick up the baby 
and take it out of danger. He first took its 
picture. 

“This is the triumph and tragedy of our 
age, and we see it everywhere.” 

I would like to paraphrase this and say 
that this is one of the tragedies of our 
therapy today and we see it everywhere. 
And I think there are many instances 
where, in the keenness to get the picture, 
in our great clinical desire to get the true 
picture, we even forget to pick up the 
baby. As therapists, we can obviate this by 
what I would call not a more humane ap- 
proach but a more humanistic approach, 
wherein we are highly sensitive to the literal 
and poetic implications of our present and 
total experience with our patients; where- 
in, to quote Heraclitus, we “listen to the 
essence of things,” and, above all, wherein 
we recognize the self-deception of our so- 
called therapeutic objectivity and detach- 
ment, admit our unending involvement 
with our patient and hence work to reveal 
the nature and extent of that involvement. 


BELLA S. VAN BARK 


My comments will concern the theoreti- 
cal and therapeutic implications of the clas- 
sical concepts of transference developed by 
Freud and the revisions made by Horney. 
One of Freud’s most valuable contributions 
to the history of psychotherapy was his 
visualization of the necessity to acknowledge 
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and work through the emotional responses 
of the patient to the doctor and to the ther- 
apeutic process. He realized that every emo- 
tional reaction of the patient was charac- 
teristic of him. He noted a variety of emo- 
tional responses in his patients ranging 
from expressions of love for the doctor 
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and persistent use of therapy to gain the 


doctor’s affection, to defiance, spite, jeal- 
ousy, forgetting, disparagement, discarding 
of previous insights, distrust, anger and 
hate. These irrational emotional reactions 
were ascribed to the transference or attach- 
ment by the patient to the doctor of un- 
conscious infantile feelings previously at- 
tached to an early parental figure. The 
transference reactions were divided into two 
categories: those including the “positive” 
emotional reactions and those including the 
“negative.” Freud considered these reac- 
tions irrational because he felt they were 
not provoked by the doctor or the existing 
environmental situation. He also observed 
that the patient would respond in this man- 
ner in other relationships. 

The psychological thinking which led 
Freud to formulate his brilliant theories of 
neurosis also limited the ways in which he 
employed his discoveries in therapy. In in- 
terpreting his clinical observations he was 
forced to squeeze his explanation into the 
framework of his formulation of the repeti- 
tion compulsion. The emotional responses 
of the patient to the doctor and to the 
therapeutic situation were regarded as an 
expression of the patient’s compulsion to 
repeat with the doctor, or to act out, the in- 
fantile emotional experiences of love or 
hate expressed toward an early parental 
figure but subsequently repressed. The pa- 
tient’s thoughts, actions and feelings were 
considered to be direct, unchanged events 
which derived their characteristics from 
earlier emotional erotic attitudes toward 
infantile love-objects. Therapy reawakened 
these emotions which had been repressed 
into the unconscious and were exact replicas 
of infantile attitudes developed in response 
to traumatic experiences in the early years. 
These experiences were unaffected by sub- 
sequent life events and occurred when 
libidinal development was frustrated or 
fixed at some pregenital level. 

In attempting to fit the patient’s emo- 
tional responses into his frame of refer- 
ence, Freud inevitably vitiated the effective- 
ness of their utilization despite his em- 
phatic belief that the working through of 
transference reactions was the most power- 
ful therapeutic tool. Applying Freud’s the- 


oretical formulations, the doctor’s thera- 
peutic task would become largely an effort 
to direct the patient to recall infantile ex- 
periences, and then see the connection be- 
tween them and his current difficulties. The 
doctor would then expect the patient to 
realize that his current reactions were an- 
tiquated and unrealistic, and be able to 
reject them. To achieve this end, the doc- 
tor was advised to remain impersonal, im- 
passive, noncritical and firm, and to bend 
his efforts toward encouraging the develop- 
ment of “positive” transference. It was 
believed that only in this phase could the 
patient receive and benefit from interpre- 
tations. I believe that Freud made some 
implicit distinction between the develop- 
ment of rapport and the encouragement 
of “positive” transference. The aim in 
working with “negative” transference was 
to subdue these manifestations and to en- 
courage “positive” transference. The emo- 
tional dependency which the patient had 
developed was then dealt with before end- 
ing therapy. I get the impression that ex- 
hortation and suggestion were used, as well 
as helping the patient to experience the 
painful aspects of his revived infantile mem- 
ories and the intensity of all aspects of the 
“positive” transference. In rejecting the in- 
fantile attitudes, the patient would begin 
to develop the thoughts, emotions and ac- 
tions of a rational person. 

Limited by his theoretical formulations 
and a mechanical, genetic, pessimistic view- 
point of man as the victim of his sexual 
drives, Freud could not envision the pos- 
sibility of using the doctor-patient relation- 
ship to effect a creative, cooperative rela- 
tionship. Nor could he conceive of man’s 
constructiveness, which had to be taken into 
consideration in dealing with the patient's 
emotional reactions. He also neglected to 
consider the part played by the actual char- 
acter structure in its contribution to the 
patient’s emotional reactions to the doctor 
and to the therapeutic situation. 

In considering the value of Horney’s 
contribution to a more effective use of the 
transference reactions, I feel it is essential 
to make an extreme oversimplification of 
her theoretical formulations regarding the 
origin and development of neurosis. Briefly, 
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neurosis originates in early disturbances in 
interpersonal relations with figures of au- 
thority. Those disturbances derive from the 
obstacles put in the path of the young 
child which militate against his developing 
a feeling of belonging, of being wanted 
and of trust in himself and in others. The 
child’s attempts to make relations with his 
environment result in an inner divided- 
ness. Modes of behavior which are conflict- 
ing, compulsive and of vital intensity 
produce additional defenses against the un- 
derlying basic anxiety. The full-blown neu- 
rotic structure assumes a dynamism of its 
own and produces powerful, indiscriminate 
forces which dictate the behavior and emo- 
tional reactions of the patient. It is inevi- 
table therefore that the patient will express 
compulsive needs to gain love and affection, 
or devotion, or will be driven to impress the 
doctor with the magnitude of his positive 
feelings for the doctor or the magnitude 
of his power to intimidate or defeat or 
wreak vengeance. From his neurotic struc- 
ture will derive various needs which can 
only be satisfied by assigning certain traits 
or characteristics to the doctor or seeing 
him in the light of a devil or an angel or 
a magician who can cure by his love. 

However, the patient is not only driven 
by forces which compel him to relate him- 
self to the doctor and to the therapeutic 
situation in such a way and to use it in 
such a way that his diverse and manifold 
neurotic aims are achieved. The patient 
and the doctor both bring the healthy, gen- 
uine, sincere and rational aspects of their 
personalities into the therapeutic situation, 
as well as the neurotic. The neurotic aspects 
which manifest themselves are not appro- 
priate to the external reality of the situa- 
tion but are very appropriate to the reality 
and actuality of the intrapsychic situation 
of the patient. 

Since the doctor is more likely to re- 
spond to external reality and have greater 
awareness of his inner psychic forces, 
healthy and neurotic, he is in a position to 
assist the patient in expanding the field 
of consciousness regarding the meaning 
of his emotional responses to the thera- 
peutic situation and to the doctor. Work- 
ing with a constructive framework of ref- 


erence, the doctor is trained to identify 
and separate what is genuine, spontaneous 
and realistic in the patient’s transference 
reactions from what is neurotic and ob- 
structive to the patient’s healthy growing. 

The task of the doctor becomes infinitely 
greater when his therapeutic goals are in 
terms of a belief in the desire of man to 
change and in his capacity to change, out- 
grow and continue to grow. Freud used 
present difficulties as a means of directing 
the patient to search the past for some 
traumatic experience which would explain 
them. 

In using Horney’s contributions to psy- 
chotherapeutic progress, the analyst devotes 
himself and his patient to the task of achiev- 
ing mutual integration and more effective 
relatedness. To that end, all factors of 
the actual personality structure come up 
for investigation of the numerous sources 
of current disturbances. In the process, the 
doctor is alert to manifestations of emo- 
tional reactions when certain defenses are 
threatened, and to evidences of anxiety; and 
he concerns himself with increasing his 
skill in evaluating the interpersonal ac- 
tivity of the patient in terms of its related- 
ness to the patient’s intrapsychic processes. 

With such an approach, the patient gets 
a broader perspective of evidence and con- 
viction of the operation of similar trends 
and forces in his childhood, in his past, in 
dreams, in other activities and in the doc- 
tor-patient relationship. He gains emo- 
tional insight into his organic unity, his 
health and his sickness and can begin to 
connect with his own strength and his own 
genuine emotions. During the process much 
anxiety is generated. The intensity of “posi- 
tive” and “negative” transference reactions 
become more understandable as responses 
to anxiety-provoking emergent forces in 
the patient’s actual personality. Therapeu- 
tic accessibility to transference reactions is 
increased when they become apparent in 
the context of the patient’s actual char- 
acter structure. Evaluation of the signifi- 
cance of transference reactions covers a 
wider scope which brings to light qualita- 
tive differences, sources and directions or 
aims of the patient’s emotional reactions 
in the therapeutic situation. Free associa- 
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tion then is assigned the position of a 
mutual endeavor between patient and doc- 
tor to bring up conflicts and problems, to 
increase the patient’s tolerance for anxiety 
and mobilize his constructiveness in the 
struggle to overcome his neurotic aspects. 
The patient cannot feel, act or think any 
differently than he does until his intra- 
psychic condition is changed—that is, un- 
til he beings to get a feeling for and of 
himself and how he really is and could 
be. 
In using the doctor-patient relationship 
as a major therapeutic tool, the doctor can 
become more sensitive to manifestations of 
anxiety whether expressed as “positive” or 
“negative” transference; he can more easily 
detect what the patient assigns or experi- 
ences in him and through him. The doctor 
makes himself more available as the me- 
dium through which the patient can work 
out his intrapsychic conflicts and become 
more cognizant of the ways in which he 
expresses his attempts at solution in con- 
flict and in anxiety in his emotional re- 
sponses to the doctor. Both “positive” and 
“negative” transference are brought up 
whenever feasible and therapy is not di- 
rected toward encouraging emotional de- 
pendency or in dealing first with “positive” 


and then with “negative” transference. 
Manifestations of anxiety and responses to 
intrapsychic phenomena both are treated 
as part of a process and not as separate 
events. Horney’s theory makes possible a 
therapeutic approach to patients who do 
not manifest either facet of transference 
in distinct form. I am merely mentioning 
here the patient who needs to deal with the 
doctor on a much muted and relatively non- 
intimate basis. Freud believed that certain 
patients could not make a “positive” trans- 
ference to the doctor and were therefore 
inaccessible to therapy. In focussing on the 
totai personality eventual relatedness can 
result. The doctor must have considerable 
inner freedom and spontaneity and bring 
his total personality into the therapeutic 
situation. His position changes from that 
of an impersonal mirror to that of a sensi- 
tive human being who responds to all as- 
pects of the patient. The doctor is both 
an observer and a participant, as well as 
the instrument of the patient’s genuine 
and at times neurotic needs. Transference 
reactions assume manifold meanings and 
are used continually to promote and move 
the doctor-patient relationship toward mu- 
tual relatedness and healthy interdepend- 
ence. 


Jupp MarMor 


It is a great pleasure for me to be on 
this panel where psychiatrists representing 
various schools of thought can exchange 
views on a subject of interest to all of them. 
One of the more regrettable trends in 
American psychiatry in the past two decades 
has been the growing divisiveness and iso- 
lation which has been developing among 
the representatives of differing theoretical 
points of view. The Association for the 
Advancement of Psychoanalysis is to be 
congratulated on its effort, as represented 
by this symposium, to counteract this un- 
healthy tendency. 

Any discussion of the patient-physician 
relationship in dynamic psychotherapy in- 
evitably brings up two terms which have 
come from psychoanalytic theory—trans- 
ference and counter-transference. Unfor- 


tunately there is much confusion about 
these terms because they are sometimes used 
in a highly specific sense, while at other 
times they are used very loosely. Thus the 
term “transference” may be employed to 
include all of the emotionally-tinged at- 
titudes that a patient may have toward a 
therapist. If he likes the therapist, it is 
called “positive transference,” if he dislikes 
him it is “negative transference.” Such use 
of the term transference leaves no room for 
the realistic aspects of the patient-physician 
relationship. If a patient reacts positively 
to a therapist who is friendly and warm, 
or negatively to one who appears cold or 
disinterested, this is not necessarily a trans- 
ference reaction. It may be, and often is, 
a perfectly valid and realistic judgment on 
the part of the patient. 
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Much semantic confusion would be 
avoided, in my opinion, if the terms “trans- 
ference” and “counter-transference” were 
used only to refer to the irrational aspects 
of the patient-physician relationship, and 
if different terms, such as “rapport” and 
“empathy,” were utilized for its rational 
aspects. Thus transference, positive or nega- 
tive, would designate attitudes toward the 
therapist—expectations, fears, idealizations 
or hostilities—which are rooted in the pa- 
tient’s previous life experiences and unwar- 
ranted in the light of the actual facts of 
the current relationship. It is for this rea- 
son, of course, that positive transference, 
which early in analytic therapy is util- 
ized to advance the therapeutic objectives, 
sooner or later presents an obstacle to 
therapy and must be dissolved’ for the 
analysis to achieve its optimum goals. 

Similarly, the term counter-transference 
should be reserved for a therapist’s irra- 
tional attitudes toward his patient, atti- 
tudes which have grown out of his previous 
life experiences and are not justified by 
the realities of the therapeutic situation. 
In this sense, all manifestations of counter- 
transference represent “blind spots” on the 
part of the therapist which interfere with 
accurate perception or optimum therapeu- 
tic relationship with the patient. 

Although it is true that a counter-trans- 
ference reaction, like a faulty interpreta- 
tion, may occasionally have an unexpectedly 
salutary effect upon a patient, this fact 
should no more be used to justify counter- 
transference behavior than it should en- 
courage faulty interpretations. As scientists, 
we must seek to discover the underlying 
laws that govern such unexpected thera- 
peutic reactions and to bring them under 
rational and conscious control. To do 
less than this, to allow counter-transference 
reactions (in the sense in which I have de- 
fined them) free play, is to throw darts 
haphazardly, with a blindfold on, while 
hoping that somehow, somewhere, they will 
hit the target. 

It is true, unfortunately, that we are still 
far from achieving the goal of a completely 
scientific and objective psychotherapy. Psy- 
chotherapy is still largely an art as well 
as a science. It is extremely difficult to meas- 


ure objectively all the subtle nuances and 
nonverbal interplay that go on between 
a patient and therapist in the psychothera- 
peutic relationship. The fact that therapists 
of many different schools, often employing 
widely varying techniques, report similar 
therapeutic successes adds to the complexity 
of the problem. 

Nevertheless, we must not make the mis- 
take of throwing up our hands in despair 
and confusing the difficult with the im- 
possible. I am firmly convinced that ulti- 
mately we shall be able to extrapolate out 
of all of the diverse and multitudinous 
approaches which are included under the 
broad concept of psychotherapy, those com- 
mon denominators which are the specific 
therapeutic factors. I would venture the 
prediction, furthermore, that when we do 
we shall find that the most significant fac- 
tors lie not in the area of verbal interpre- 
tations made to our patients but, more im- 
portantly, in the area of the interpersonal 
relationship between the therapist and the 
patient. It is for this reason, I believe, that 
the subject under discussion here is one 
of the more significant and important areas 
in the entire field of psychotherapy. 

Is it possible to set down rules for the 
psychotherapist in his relationship to the 
patient? Should he be directive, or non- 
directive, silent or talkative, reserved or 
friendly? I do not believe that generaliza- 
tions can be made which will be universally 
applicable. The relationship of the thera- 
pist to the patient must inevitably vary 
with the dynamic needs of the patient, 
and with the nature of the therapeutic 
goal. Frieda Fromm-Reichmann and others 
have demonstrated that the psychotherapy 
of the psychotic patient requires different 
technique from that of the neurotic. It 
also makes a difference whether the goal is 
merely the immediate removal of a symp- 
tom, or personality re-integration. Counsel- 
ling may require one type of relationship 
to a patient, analytically-oriented therapy 
another. 

Still another factor enters into the en- 
tire problem of the patient-therapist rela- 
tionship: the question of values. We are 
indebted to Karen Horney for being one 
of the first to challenge the traditional as- 
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sumption that the psychotherapist was free 
from value judgments. Although, theoreti- 
cally, many psychoanalysts seek to dis- 
claim any adherence to value judgments, 
in actual fact this is an impossible objective. 
Value systems are an inevitable and inte- 
gral part of every psychotherapeutic rela- 
tionship. The choice of patients, the con- 
cept of what is psychologically healthy or 
unhealthy, the very selection of the material 
to be interpreted all involve a greater or 
lesser degree of evaluative judgment. This 
fact notwithstanding, there was an impor- 
tant germ of truth in the traditional effort 
to avoid value judgments, which should 
not be lost sight of in our belated recogni- 
tion that value judgments enter into the 
psychotherapeutic relationship. That germ 
of truth was an awareness that even within 
the framework of inevitable values there 
is still a wide latitude for self-determination 
for our patients, and that it is in the in- 
terest of the patient’s healthy maturation 
that he be encouraged to make his own 
choice within that latitude. 

This point touches on one of the most 
fundamental aspects of the patient-doctor 
relationship in psychotherapy, namely the 
importance of the physician’s genuine re- 
gard and respect for the patient’s own per- 
sonality and its innate potential for growth 
and health. This fundamental regard is 
probably the sina qua non which underlies 
all successful psychotherapy, whether direc- 
tive or non-directive, if we define success- 
ful psychotherapy as one which encourages 
a patient’s growth and self-realization. 

One of the interesting developments in 
psychotherapeutic literature in recent years 
has been this increasing appreciation of 
the positive potentials that exist in even the 
sickest of patients, and at the same time 
an increasing recognition of the impor- 
tance of self-understanding on the part of 
the therapist himself. Elsewhere? I have 
discussed the occupational hazard inherent 
in the very process of psychotherapy, which 
by reason of its tensions, the complexity 
of the problems dealt with, the isolation- 
ism of its practice, and a number of other 
factors, often tends to create in the psy- 
chotherapist the defensive pattern of a feel- 
ing of superiority. Quite apart from the 


damage this does to the personality of the 
psychotherapist himself, it creates a real 
barrier toward the performance of effective 
psychotherapy, since it must inevitably in- 
terfere with what Whitehorn calls the “gen- 
uine attitude of respect and consideration” 
for the patient, which is an essential ingre- 
dient of good psychotherapy. If the core 
of the psychotherapeutic process is, as in- 
creasing evidence seems to indicate, the pa- 
tient-doctor relationship, then this increas- 
ing focus upon the self-understanding of 
the psychiatrist must continue to be one of 
our major preoccupations. The personal 
analysis of the psychotherapist, the pro- 
longed period of post-graduate study, and 
the years of case supervision, which our 
present standards require, must remain im- 
portant elements in the structure upon 
which a truly scientific psychotherapy will 
eventually be established. Perhaps then we 
shall achieve that ideal of the psychothera- 
pist which Nathaniel Hawthorne expressed 
so brilliantly a decade before Freud was 
born: “If the (physician) possess native 
sagacity, and a nameless something more— 
let us call it intuition; if he show no in- 
trusive egotism, nor disagreeably promi- 
nent characteristics of his own; if he have 
the power . . . to bring his mind into such 
affinity with his patient's, that this last 
shall unawares have spoken what he imag- 
ines himself only to have thought; if such 
revelations be received without tumult, and 
acknowledged not so often by uttered sym- 
pathy as by silence, an inarticulate breath, 
and here and there a word, to indicate that 
all is understood; if to these qualifications 
of a confidant be joined the advantages 
afforded by his recognized character as a 
physician—then, at some inevitable mo- 
ment, will the soul of the sufferer be dis- 
solved, and flow forth in a dark, but trans- 
parent stream, bringing all its mysteries 
into the daylight.” 2 
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EpitH WEIGERT 


The doctor-patient relation is built on 
trust. The physician’s trust in the patient's 
own tendency toward recovery is an im- 
portant factor in the process of cure. The 
psychotherapist depends on a trusting col- 
laboration with his patients. The patients 
who suffer from psychoneuroses and func- 
tional psychoses are essentially disturbed 
in their ability to trust others or them- 
selves. In daily practice we meet a variety 
of different doctor-patient relations in 
which distrust, genuine trust, and all kinds 
of false hopes and fantastic expectations 
are intermingled in varying degrees. 

But only trust can reveal what the pa- 
tient unwittingly conceals from himself. 

Progress in ego psychology inside and 
outside of classical analysis has increasingly 
concentrated attention on anxiety. The cen- 
tral position of anxiety in the psychody- 
namic theories of Horney}, Sullivan?, and 
Rado? is well known. Anxiety has become 
a more central concern in classical psycho- 
analysis, since Freud had redefined anxiety 
as a cause and not as an effect of the repres- 
sion of impulses. 

The psychoanalytic concept of transfer- 
ence is well known. Transferences demon- 
strate the typical forms of distrust which 
have to be dissolved so that insight can 
reach the patient and the neurotic pattern 
can be reversed. 

In psychoanalytic literature, the counter- 
transferences have mostly been treated as 
private handicaps of the psychoanalyst, 
residuals of his own uncompleted analysis. 
I would like to emphasize that counter- 
transferences are largely codetermined by 
the patient’s concealed excessive anxieties 
which tend to elicit typical defensive re- 
sponses in the therapist. The patient un- 
wittingly urges the therapist into the role 
of the originally harmful significant part- 
ner, since he proves thereby the necessity 
to maintain his habitual defenses. Due to 
his passive position, the therapist senses a 
strong tug to yield to the patient’s urging, 
and thus to enter into an unconscious con- 
spiracy with him. But just as the transfer- 
ence gives valuable information, so the 
therapist can learn much from the counter- 
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transference propensities which impede the 
development of a liberating therapeutic 
relation. 

I should like to relate some typical trans- 
ference—counter-transference defenses to 
anxiety which emerges from the individual 
varieties of psychopathology that frequently 
intermingle and overlap. I think here of the 
fundamental anxieties of loneliness, power- 
lessness and vulnerability which threaten 
human existence and become unbearable to 
neurotics and even more to psychotics. Phil- 
osophical existentialism, from Kierkegaard # 
to Heidegger5 and Sartre®, has stimulated 
the phenomenological study of anxiety. Au- 
thors like Horney, Rollo May?, Masser- 
man8, Frieda Fromm-Reichmann® have 
dealt with existential anxieties and have 
studied the psychoneurotic defenses against 
them. 

A typical defense against the anxious ex- 
perience of loneliness is the denial of dis- 
tance, demonstrated particularly in hysteri- 
cal symptoms and character features. In 
his transference reactions the patient is 
determined by the fear of desertion to com- 
ply and submit, to deny differentiation, or, 
even more, any antagonism; he tries to es- 
tablish closeness, even at the cost of losing 
his own integrity. He tries to please the 


analyst by good intellectual understanding, - 


conforming to the therapist's terminology 
and theories; he makes progress in the sense 
of a so-called transference cure. The pa- 
tient may display great skill in manipulat- 
ing the therapist to fulfill his needs for 
parasitic dependency. This seemingly so- 
positive transference is quite hypocritical. 
It expects rewards. In the patient’s back- 
ground, aggression and competition fre- 
quently have been strongly prohibited. The 
patient does not dare to stand up for him- 
self, to experience distance, differentiation 
and healthy independence. In cases of 
greater ego weakness the depressive features 
are emphasized. The patient complains, is 
sorry for himself, plays strongly on the 
analyst’s sympathy, clinging to him as if 
he alone were salvation. But this credulity 
is far removed from genuine trust. The pa- 
tient does not really cooperate, he belittles 
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his assets in order to keep the therapist in 
his service. He may even be unconsciously 
compelled to undergo any amount of suf- 
fering in order not to be confronted with 
separation and loneliness. In this way the 
therapist cannot become a real person to 
the patient. He remains a tool, a means to 
an egocentric end, fundamentally untrust- 
worthy. The patient drifts nearer to the 
danger of loneliness he has tried so ur- 
gently to avoid. 

The counter-transference reaction to this 
pattern of defense against loneliness can 
mislead the therapist in two opposite direc- 
tions. He senses the patient’s seduction to 
enter into a conspiracy of overidentifica- 
tion: he might feel tempted to fulfill the 
patient’s defensive claims, or he might feel 
flattered at being so indispensable. Since 
in the beginning of the psychoanalytic 
movement those hysteric patients escaping 
from the danger of loneliness presented 
themselves most readily to the new method 
of treatment, the early technical rules were 
devised to protect the therapist from the 
pitfalls of counter-transference. Placement 
of his seat behind the patient, for example, 
proved very practical. Parsimony in inter- 
pretations is indicated as long as the patient 
can hear them only as approval or disap- 
proval. On the other hand, the typical 
anxiety in relation to the patient who re- 
fuses distance, the fear of being engulfed 
by the demanding, dependent patient, has 
driven some therapists to lean over back- 
ward, in the direction of a stiff, unspon- 
taneous, forbidding inaccessibility. In par- 
ticular, the patient who threatens suicide 
can make the therapist quite insecure. By 
worrisome sympathy he may enhance the 
patient’s guilt feelings, or in embittered 
annoyance he may recoil and confront the 
patient too abruptly with his fundamental 
loneliness. 

The typical defense against powerlessness 
is the illusion of being in power and con- 
trol, which is elaborated in the obsessional 
neuroses. The other fellow’s needs are ex- 
perienced as threats, since the patient feels 
safe only in solitary, exclusive control. Ex- 
change with others is highly ritualized. 
Monotonous repetition safeguards against 
surprise and unfamiliar experiences. The 
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frequently excellent reasoning power of 
the patient is used not for the clarification 
of interpersonal situations, but for the one- 
sided purpose of ego-dominance. The pa- 
tient who thus defends himself against pow- 
erlessness has experienced in his formative 
years overwhelming impotence in relation 
to merciless forces, anxiety-ridden exploita- 
tion, harsh discipline or unforgiving pun- 
ishments. In such impotent childhood ex- 
periences the powerless patient has built 
up a view of the world as a merciless 
jungle. You cannot soften by admitting the 
yearning for tenderness, affection and un- 
derstanding. In order to be safe you need 
power, but not the power of broadening 
horizons, of participation. The powers of 
the outside world have to be subjugated, 
instead of developed and directed. If the 
anxiety of powerlessness is intense enough, 
the response to external influences is not 
only stubborn nonacceptance, but violent 
counterattack. In anticipation of merciless 
retaliation the full violence cannot be ex- 
pressed and corrected by catharsis. Due to 
concentration of aggressive energies for de- 
fensive purposes only, suspicions are in- 
tensified and may reach the level of para- 
noic isolation. 

The counter-transference reaction to the 
defense of the patient who is particularly 
afraid of his own powerlessness may, again, 
prevent the full cooperation of the thera- 
pist and patient in two ways. The poorly 
disguised hostility and violence of the pa- 
tient may arouse the therapist’s anxieties; 
he may avoid the hurdle of exposing him- 
self by appeasing the patient, letting him 
get away too long with his pretense of 
omnipotence, without being contradicted 
at the right time and place. Or the therapist 
may not be able to resist being drawn into 
argumentative competition. He may feel so 
intensely antagonized by the patient’s pre- 
sumptuous claims that he confronts him 
with his anti-social destructive impulses 
before the patient has gained sufficient trust 
in a benevolent fellowship to hear inter- 
pretations as anything but moralistic con- 
demnations. The therapist needs patience 
and endurance to withstand the patient's 
testing attacks. When his suspicions can 
be displayed, the patient will be able to ex- 
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perience their actual absurdity. The thera- 
pist thereby gives the patient the oppor- 
tunity to relieve the anxieties of childhood 
with him, without withdrawing into ra- 
tionalistic superiority. In this way the pa- 
tient can transcend these anxieties in fel- 
lowship with the therapist and discover 
the integrative function of trust, which ex- 
tends from the experience with the analyst 
to reality at large. 

The most restrictive and paralyzing de- 
fenses result from anxiety over individual 
vulnerability, which is frequently reinforced 
by fears of loneliness and powerlessness. 
The defenses of withdrawal and detach- 
ment are intensely isolating since the indi- 
vidual senses mortal dangers hidden in per- 
sons as well as in things. The human being 
is the only animal who knows that his des- 
tiny is death. The warning signal of anxiety 
is useful only to the degree that the indi- 
vidual proceeds from the pleasure princi- 
ple to the reality principle, defending him- 
self rationally against danger by flight or 
fight. Existential anxieties remain more or 
less unsurmountable to the mentally handi- 
capped immature individual. Nobody and 
nothing can be trusted. Warning fantasies 
of castration and rape, humiliation and 
mutilation accompany and smother the 
outgoing impulses toward interpersonal 
intimacy. When the other fellow can no 
longer be used, either for parasitic depend- 
ency or for exploitative domination, be- 
cause the patient is mortally afraid of being 
hurt, he frequently withdraws into the un- 
realistic atmosphere of private illusions; 
but the defensive illusions of invulnera- 
bility, perfection and self-sufficiency are so 
contradictory to realistic experience that 
they tend toward a break with reality. 

. Yet there is for the patient in these illu- 
sions a liberating trend away from conven- 
tional values, a trend to free himself from 
the smothering influences which originally 
made him withdraw. These highly vulner- 
able patients seem frequently inaccessible 
to psychotherapy; they elicit the counter- 
transference of discouragement, particu- 
larly when their panic reaches psychotic 
proportions. But the aloofness of a schizoid 
patient who is well defended can also have 
a forbidding influence on the therapist. His 
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assistance seems unwanted. He feels impo- 
tent to break through the shell of evasive 
vagueness, of a noncommunicative lan- 
guage of private meanings and symbolism. 
The counter-transference of the analyst 
implies the temptation of overidentifica- 
tion and overindulgence, but such over- 
closeness is particularly threatening to the 


patient who has been hurt by possessiveness 


and lack of distance in previous relations. 
Besides, the analyst cannot live up to the 
promise of continuous closeness and the 
patient recoils, even more frightened, when 
the traumatic inconsistency of former rela- 
tions is repeated in the therapeutic setting. 

Understanding that permits distance, re- 
spects the difference between therapist and 
patient, acknowledges the tragedy of the 
patient’s fear of annihilation and is able to 
share these panicky experiences without be- 
ing engulfed by them, and that maintains 
genuine hope may gradually convince the 
patient that he need not deny his anxieties 
but can learn to face them and transcend 
them in a creative experience which estab- 
lishes in him the beginning of trust. 

Such a beginning of trust can be a turn- 
ing point in analysis. It changes the pa- 
tient’s direction from despair to hope, from 
suspicion to confidence. This change in the 
psychoanalytic drama is always the result of 
long, tedious working through of the ob- 
stacles of repetition and resistance. The 
therapist’s understanding has to make the 
beginning. He must become aware of the 
repetitive compulsion by which the patient 
unconsciously tends to reinforce his own, as 
well as the doctor’s, habitual defenses, and 
urges the therapist into the role of a harm- 
ful partner of the past. If the therapist rec- 
ognizes this harmful function, he will be 
able to interpret the transference distor- 
tions to the patient. He can then accom- 
pany him through threatening anxieties, 
accepting the challenge which is able to 
elicit creative reactions instead of the re- 
strictive, habitual defenses. 

When both patient and therapist ex- 
pose themselves to the excessive anxieties 
hidden behind the defenses, they gain a 
deeper comradeship. Like soldiers who 
have shared the experience of a battle, 
they are drawn together bv mutual respect, 
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on a realistic basis. Passing through the 
danger zone of excessive anxiety makes both 
therapist and patient more humble. Neither 
of them has to live up to the standards of 
a superman’s perfection. In other words, 
the cruelties of an infantile superego be- 
come mitigated. This does not mean that 
ideals and value are abandoned. They are 
experienced as goals in a realistic distance. 
Striving in human comradeship, although 
not providing any absolute security, elicits 
the courage to transcend the anxieties of 
loneliness, powerlessness and vulnerability. 
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In any given doctor-patient relationship 
one can be reasonably certain that some of 
the most potent factors in achieving what- 
ever results are obtained remain elusive, 
particularly to the participants. Despite his 
preoccupation with dynamic factors it is 
often as difficult for the doctor to see him- 
self accurately here as it is for an untrained 
person in a life situation. Sound movies 
would help, but these are not available to 
most of us. The inflection in the voice, a 
sigh, a silence, a frown, or muscle tensions 
of which the doctor is totally unaware are 
often details which are important, for they 
give the patient cues concerning the doc- 
tor’s feelings, and these the patient is prone 
to interpret as having a relation to himself. 

The doctor, especially the less-experi- 
enced one, having learned what some of 
the essential ingredients of this relationship 
are supposed to be, may be quite handi- 
capped by this very knowledge, for he may 
have his mind and attention more fixed on 
himself and on what he is doing than on 
the patient. A medical student in a Psy- 
chiatric Out-Patient Clinic recently de- 
scribed how knowledge can be a handicap 
when he said, “I get so intent on trying to 
elicit the dyanmics of a case, lest I appear 
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stupid to the instructor, that I forget I am 
dealing with a person.” 

A most essential ingredient in this rela- 
tionship is certainly the abiding awareness 
of the doctor that he is dealing with an- 
other human being, like himself, and not 
with a variety of specimen. We psychiatrists 
tend to be scornful when we hear our medi- 
cal colleagues say, “This is the man with 
the heart,” or “This is the woman with the 
thyroid,” but there is little difference be- 
tween such insights and some of our own 
chatter about patients in terms of their 
complexes, envies and fears. 

There exists a belief among many of 
us that there is a hierarchy of skills in psy- 
chotherapy, with psychoanalysis at the apex. 
Often coupled with this is the assumption 
that to have self-respect and therefore the 
respect of one’s colleagues or even of one’s 
patients, one must demonstrate competence 
in the techniques which are at the apex of 
the hierarchy. This type of compulsion pro- 
duces a rigidity in, or stereotyped approach 
to, one’s patients which is about as unreal- 
istic as are the patterns of operation which 
have finally brought the patients to the 
psychiatrist. The patient’s patterns are non- 
functional and therefore neurotic, but so 
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are the doctor's. If the truth were known, 
it would be clear that both patient and 
doctor are engaged in their nonfunctional 
behavior by reason of a felt need to main- 
tain their self-esteem defenses intact. 

The tendency to shove all “treatable” 
patients into one therapeutic approach 
suggests a paucity of insights and a poverty 
of armamentaria. It is not uncommon to 
insist that any symptoms produced by 
anxiety be dealt with in an analytic fashion, 
i.e., with the focus of attention on psycho- 
dynamics. Furthermore, we have become 
so acutely aware of the long time that is 
commonly required for. insight and change 
to take place that we put everybody through 
the same mill that grinds so slowly. It is 
probable that at least some of the long- 
time factor is related to the lack of skill 
of the therapist and not to the nature of 
the problem per se. 

There are also some of us who have such 
implicit faith in free association in our pa- 
tients and in passivity in ourselves that we 
scarcely feel any responsibility for what 
transpires. This might be well enough if 
all patients were cast in one mold, but this, 
fortunately or unfortunately, is not the 
case. For the hysterical character it is per- 
haps the method of choice, but for the 
obsessive-compulsive character who borders 
on the paranoid it involves too much waste 
of time. 

There is another diagnostic category 
which, in my experience, is not too gen- 
erally recognized and which requires a 
minimal amount of concentration on psy- 
chodynamics. There is nothing which sets 
the patients in this group apart symp- 
tomatically, for they may have schizoid 
characters or schizophrenic symptoms. They 
may have acute anxiety reactions, or they 
may seem to be simply obsessive-compulsive 
or hysterical characters. There is, however, 
one characteristic which is more basic than 
any of the character or symptom patterns 
which they present, and which must be 
recognized if they are to be treated intelli- 
gently. 

These are the patients who have as their 
primary problem, not a character structure 
which is in need of analysis, but a perpetual 
vulnerability to stress by reason of having 
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a neurologic equipment which is relatively 
incapable of organizing, integrating and 
abstracting. The literature of child psychia- 
try as well as of psychology is beginning to 
throw some light here, but there is a meager 
amount of it that pertains to adults, except 
in such works as Goldstein’s, “Aftereffects 
of Brain Injuries in War.”! Although many 
of us are familiar with this monumental 
work, we seldom realize that some of our 
patients are suffering from brain injury 
even though they have never had a blow 
on the head or any other type of brain in- 
jury which is recognized or reported. 

Because there seems to be little general 
recognition of this neurologic problem, its 
true nature is not sensed, the needs of the 
patients are not met, and the frustration of 
both patient and doctor mounts. 

Inasmuch as lack of capacity for inte- 
gration and for abstract conceptual think- 
ing are part and parcel of their intrinsic 
makeup, it is obvious why neither free as- 
sociation nor dealing with psychodynamic 
material will help them solve their prob- 
lems. They can make better use of environ- 
mental manipulation, understanding au- 
thoritative figures, and step-by-step reedu- 
cation, than they can of psychoanalysis. 

We have been passing through an era of 
primary interest in the psyche. Perhaps we 
would be better doctors if we could come 
closer to the middle of the road. We need 
a clearer awareness of the nature of the 
symptomatology which is somatically deter- 
mined. This is not the place to present the 
characteristics of this group in detail, but 
for those who are interested, reference ma- 
terial is available.? 

The sound doctor-patient relationship 
is one that meets the needs of the patient 
in the area of the psyche. However, it is the 
felt needs of both the patient and the doc- 
tor, as opposed to their real needs, which so 
frequently are in the driver’s seat. Felt 
needs are the earmarks of neurotic drives, 
whether they occur in the patient or in 
the doctor, but it is easier for the doctor to 
get by with them unchallenged because he 
has the position of advantage. If such neu- 
rotic need is present in the doctor it will 
probably be used to exploit the patient 
rather than to meet his needs. 
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Besides the felt need for rigidity in tech- 
nique, or for making all observed phe- 
nomena conform to a predetermined theory 
of behavior dynamics, there are often such 
felt needs in the doctor as those for power, 
for being right, for being uninvolved, for 
being thought wonderful, for doing good, 
for succeeding, for being clever or perspi- 
cacious, or for being the final authority. 
Occasionally one even finds the felt need 
for companionship, for having an audience, 
or for engaging in verbal sexuality. This 
latter “need” is as neurotic as the “need” 
to delete sex from one’s life or conversation. 
In fact, psychiatrists may be found guilty 
of this neurotic compulsion in high degree. 

There may still exist some foggy think- 
ing in regard to meeting patients’ needs. 
Since it is so frequently true that patients 
have a lack in developed capacity for lov- 
ing and trusting, and therefore have a real 
need for experience and growth in this 
area, many therapists make conscious efforts 
in early sessions to reassure patients of 
their “love” for them, and carefully avoid 
doing or saying anything which might 
frighten them. As one doctor expressed it, 
“First you have to build them up and then 
you knock them down.” This procedure 
appears quite futile to me because it has 
enly a minimal relation to meeting real 
needs. In dealing with a baby no amount 
of protestations of affection or gentleness 
will be accepted as love in lieu of feeding 
and other essential physiological assists. In 
childhood it is the same: the child does not 
equate softness with love. 

A like situation holds true with patients 
—namely, that meeting their true needs is 
interpreted by them as love. It is a process 
rather than an event and is made up of 
many ingredients, or perhaps more accu- 
rately, many facets of a single ingredient, 
namely, a new orientation with respect to 
moral judgments.4 

Perhaps the greatest evidence of rejection 
a person can experience is the feeling that 
moral judgment is directed toward him. 
Conversely, the experience of a lack of 
moral judgment against one is evidence of 
acceptance or of love. It is in this area 
that the psychiatrist’s chief contribution to 
his patient will lie, for he not only can but 
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must be without moral judgment, either 
for or against the patient and his behavior, 
in or out of the therapeutic session. Lack of 
moral judgment for a patient and his pat- 
terns is as important as lack of judgment 
against them. One cannot harbor moral 
judgment in regard to anything and at the 
same time be objective and analytic. This 
is the true sphere of the psychotherapist. 

Such an analytic approach can come 
about only to the extent that the psychia- 
trist has experienced the absurdity of his 
own moral judgments for and against him- 
self.4 If he has not arrived at a considerable 
measure of this state of grace, his “toler- 
ance” is merely a facade, his approbations 
are merely a repetition of nonprofessional 
and nonexpert opinions and relationships, 
and it is clearly a case of the blind leading 
the blind. Behavior is not right or wrong; 
it is functional or nonfunctional. 

Every person behaves in such a way as 
to keep his value system intact, and all his 
actions are symbolically accomplishing this 
every minute of his life. To help those pa- 
tients who are capable of dealing with such 
abstractions to understand how their be- 
havior accomplishes this end, and how they 
happened to arrive at the specific value sys- 
tems that they have, is to assist in meeting 
their major psychological needs. It is a 
chief function of the doctor in the doctor- 
patient relationship, for it is out of one’s 
value system that behavior emerges and 
symptoms develop. 

If one does not have to set aside special 
time for establishing a love relationship 
with the patient, it is commonly possible to 
begin to make observations or to partici- 
pate verbally early in the treatment experi- 
ence—often in the very first session. Such 
observations or interpretations must of ne- 
cessity be made tentatively and with a ques- 
tion mark in one’s tone of voice. This may 
help to take the doctor out of the omnis- 
cient or crystal-gazer role and will perhaps 
help the patient to see that the cooperative 
venture in which the two are engaged is 
one in which he is not as helpless as he 
had supposed. This approach assists in 
bringing necessary perspective early. 

Making interpretations frequently pro- 
vokes resistance in the patient. Much has 
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been said concerning resistance. For some 
it has even been true that they proceeded 
as though the resistance had to be battered 
down and the patient had to be brought to 
accept the opinion of the doctor regarding 
the symbolic meaning of the patient’s be- 
havior. Whenever I encounter resistance it 
makes me suspect that I am running too 
fast or am too far ahead of my patient. It 
may even be that I am completely off base. 
Resistance, therefore, is not something that 
I am necessarily called on to “deal with,” 
but is often a signal to me that I had better 
get in step with my patient. Most of the 
resistance is eliminated automatically if I 
move at the pace the patient is ready to 
take, and I arrive at the goal with equal 
speed and effectiveness. If it is clearly a 
repetitive pattern, then it calls for atten- 
tion to psychodynamics. A grave danger 
associated with “dealing with resistance” is 
that it may simply mean that the patient is 
bowing to authority once again, and that 
the sick parent-child relationship is recre- 
ated in what purports to be a competent 
professional relationship. However, what- 
ever the way the patient reacts to author- 


ity, be it with resistance or with acquies- 
cence, it calls for exploration, for all is 
grist that comes to the mill. 

Self-understanding, not in the past but 
in the present tense; an awareness of the 
place of value judgments in psychological 
development and symptomatology, and a 
capacity to approach each new patient with 
a freedom from neurotic rigidity are some 
of the basic ingredients of the doctor who 
would strive for healthy and therapeutic 
doctor-patient relationship. 
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Harotp KELMAN 


The therapeutic situation is a bipolar 
unitary process. Doctor and patient are the 
two aspects of this single integral reality, 
having a subject and an object pole. Subject 
is used to mean to subject, to influence, to 
effect, to act as environment of the object. 
Object means that which objects, which is 
temporarily and to a degree under the in- 
fluence of an environment governed by 
laws heteronomous to the object’s nature. 


From moment to moment doctor and pa- — 


tient function, now as subject and now as 
object, for the other. 

From such a concept of the therapeutic 
situation, it follows that the notion of an 
uninfluenced or uninfluencing therapist or 
patient is not tenable. Put otherwise, the 
therapeutic situation is a constant and con- 
tinuous, mutually and reciprocally influen- 
cing, human situation. 

The notion of passivity is also not ten- 
able. Passivity in therapist and/or patient 


16 


can be a very active and stubborn problem. 
The passivity is only apparently so, for in 
nature, and hence in human nature, all 
processes are active. Likewise this concept 
of the therapeutic situation does away with 
the spurious dualism of individual versus 
environment and puts in its place the con- 
cept of individual in environment. Doctor 
and patient are in and of the environment 
of each other. Instead of the false dichot- 
omy of therapist versus his patient, with 
its inherent notion of irreconcilable opposi- 
tion, we now have a process feeling of and 
for unity in diversity, mutual enrichment 
through similarities and differences, through 
conflict and cooperation. Pseudo-scientific 
attempts to contract the therapist out of his 
patient’s environment are not in keeping 
with twentieth century notions of science. 
The notions of the therapist as a fixed 
coordinate and a nonparticipating ob- 
server in the therapeutic situation is based 
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on outmoded nineteenth century scientific 
methodology. 

Finally, the therapeutic situation is a 
human situation for communing with self 
and with others. Whatever their form, 
verbal or nonverbal, those communings 
will be communicated and influence the 
other, wittingly and unwittingly, with and 
without intent, and consciously and uncon- 
sciously. In short, therapist and patient can 
be together for a whole session without 
either uttering a word and both subse- 
quently confirm the significant influence 
each had on the. other in furthering and 
hindering each other’s growing, more and 
less. 

The influences on which I wish to focus 
are those which will help each in straighter 
growing and will result in a decrease of 
those conscious and unconscious influences 
which attempt to coerce and to command 
conformity from the other. The ideal we 
are out for in therapy is to help make it 
possible for our patients to find their own 
values, through their own growing in their 
own ways, whether they happen ultimately 
to agree with ours or differ. Clearly, the 
productive questions are not: do we or do 
we not? should we or should we not? is it 
good or bad that we influence our patients? 
The self-evidence fact is that we do. The 
productive questions then become: how and 
in what ways do we influence them? Asking 
such questions we can attempt to become 
clearer about what we do and how we do it, 
and in so far as we can exercise choice, at- 
tempt to do so in effectively guiding and 
conducting our therapy. 

I shall focus the rest of my comments 
on the therapist, on the activity going on 
in him, as it has reference to himself and 
to his patient—i.e., as it is inward-directed 
and outward-directed. This focusing is in 
the context of the therapeutic situation, to 
bring into relief the possible forms of ac- 
tivity in the therapist and their functions. 
Many of these activities may be going on 
concomitantly but only a few may be in 
the foreground of the therapist’s awareness. 
And of some he may be unconscious. For 
a number of reasons I do not refer to this 
aspect of the therapeutic situation as the 
doctor aspect of the doctor-patient relation- 


ship. For purposes of definition, I am in 
the phase of wondering where the doctor- 
patient relationship begins and ends as an 
aspect of the unitary process, the thera- 
peutic situation. Also, logically, I am still 
wondering about the values and limitations 
of the concept relationship in process—i.e., 
system-thinking. These latter methodologi- 
cal concerns will not, I hope, interfere 
with communicating my ideas on the activ- 
ity of and in the therapist. 

I wish further to narrow my focus to 
those aspects of the therapist’s activities 
which help straighter growing—self-realiza- 
tion—in his patient and in himself. Essen- 
tially, there are three aspects of the thera- 
pist’s being which are communicated in 
and through his various activities. They 
are his humanness, his experience, and his 
theory and technique. Among the three 
there are no sharp demarcations, for one 
merges into the other. For example, the 
kind of person he is will in large measure 
determine the kind of theory of human na- 
ture that attracts him and how he learns 
from and grows through his total life ex- 
perience and his experience in therapy. Also, 
his growing humanness will determine 
how he develops his innate and acquired 
abilities, capacities, talents, flair and maybe 
even gifts as a therapist. These in turn will 
effect how and what he learns in his thera- 
peutic experiences and how he uses the 
theory and technique. Even the more ad- 
vanced developments in theory and tech- 
nique will avail a therapist little who is not 
a growing human being. I feel only a thera- 
pist who grows in himself, with his patients 
and through his experiences, can advance 
theory and therapy—whether he wishes to 
or is able to communicate it to others or 
not. 

Under humanness in the therapist I 
broadly subsume how healthy he is and 
how he is healthy. Under health, assets or 
constructive resources, I include moral in- 
tegrity, which to me means dependability, 
reliability, authenticity and aliveness of 
feelings, as well as moral compassion, hu- 
mility and moral toughness. These holisti- 
cally mean self-confidence, an ability to 
take the bitter with the sweet, to learn 
from experience and to have a sense of 
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humor about himself and about life. I feel 
such qualities are essential to the conduct 
of therapy, with tentativeness and humility 
and with firmness when it is required. Such 
a therapist will not be overprotective or 
overharsh. He will know that each patient 
knows his own wilderness better than he. 
He will feel that each patient has the right, 
the privilege and the responsibility to wan- 
der in his own wilderness in his own way. 
He will know that his task is to convey his 
being with his patient, available and alert 
for cues and clues as to where his patient is 
and when and what kind of help he wants 
and needs. With such a therapist a patient 
will be more willing to share his pains, his 
despair, his joys and the fruits of his efforts. 

What kind of a whole human being and 
therapist he is will determine what kind 
of an atmosphere he has about him. The 
significance and the weight of his presence 
he communicates by his posture, his smile, 
his handshake, by his attention, his alert- 
ness, his availability. All of these he com- 
municates before he has said a word, or, 
during therapy, when he, or both he and 
his patient, are being silent, still and quiet. 

I have purposely started with the person 
of the therapist, focused on his human 
resources and all that can be communicated 
before a word has been said to bring into 
proportionate focus the significance of the 
person of the therapist and the importance 
of nonverbal communication. We have the 
wisdom of learned men through time, com- 
mon-sense evidence and whatever studies 
in extrasensory perception may give, us, to 
support the fact that people are influenced 
deeply and fundamentally before a word 
has passed and in those pregnant silences 
in the midst of conversations. How un- 
aware therapists can be of how active they 
can be in nonverbal communicating is 
indicated by the statement, “I just sat 
there and said nothing and let him go on 
talking.” 

Others pathetically attempt to cover their 
lack of the human attributes I feel a 
therapist should have by protestations of 
sincere interest in their patients’ welfare, 
or by attempting to live their lives for them, 
or by interpretations more to assuage the 
therapist’s pride than help the patient. 
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Such therapists are not mature enough to 
respect an old truism that, at bottom, we 
never fool ourselves or anyone else about 
the truth of ourselves. 

The therapist does communicate the ac- 
tive nature of his being, unconsciously and 
consciously. He communicates what he is 
and stands for by what and how he says 
and does, by the tone of his voice and its 
many inflections, and by the choice of his 
words, their paucity or their exuberance. 
And then there are his interpretations. 

Several distinctions are important. All 
too often the meaning of interpretation 
is limited to the making of an erudite, ver- 
bose comment based on and replete with 
much technical jargon. But to the patient 
everything is an interpretation. He inter- 
prets silence, coughs, the therapist’s restless- 
ness, grunts, questions, and exclamations. 
Often therapists are surprised and feel 
abused by their patients’ responses because 
they have forgotten that it is the therapist’s 
function to feel how his patient, according 
to his needs, would respond to the thera- 
pist’s comments and not the patient’s func- 
tion to. be treating the therapist. Some 
other distinctions must be made. There is 
all that is communicated unconsciously and 
so responded to. There is what we com- 
municate with a specific intent. Quite often 
the response is other than expected because 
what the therapist consciously intended 
represents but a small fraction of what he 
is unconsciously communicating and, sec- 
ondly, because he has been seeing his 
patient too egocentrically—i.e., how he, 
the therapist, would respond, rather than 
how the patient might. 

How else is the therapist active with ref- 
erence to himself? While working with his 
patient he is alert and open to his own feel- 
ings as responses immediately relating to 
himself. Was he pleased to see this patient 
or has he noted that he has been mixing 
up his appointments? Is he glad when the 
patient leaves or does he look forward to 
the next session? Did he notice that his 
fatigue when the session began has been 
replaced by an alive interest? Has some- 
thing the patient said stirred something in 
him, given him light on an old problem of 
his own, or brought a new one into focus? 
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The therapist might note that his mind 
goes blank; he becomes silent or over-talka- 
tive with this patient or that; he sees connec- 
tions more clearly and quickly. He might 
from time to time wonder how accurate was 
his original diagnosis and prognosis of him- 
self with this particular patient. He may 
recall that he brushed aside too quickly some 
fleeting doubts about working with him or 
was over-pessimistic at the start and com- 
municated this to the patient. He must hon- 
estly consider from time to time whether 
he might better not have taken the patient 
on, feel it better for both if he referred the 
patient to someone else, honestly reevalu- 
ate the objectives he set for their mutual 
work—whether they are greater or less than 
he initially expected. 

Then there are all the activities going 
on in the therapist with reference to his 
patient—that are outward-directed. The 
therapist’s flexibility in shifting his focus 
from himself to his patient and back again, 
I feel is essential for mutual growth. The 
therapist listens and observes his patient 
not only with his ears and eyes but with his 
whole being. He notes not only what is 
being said, but also what is conspicuously 
absent. He attempts to understand what is 
being communicated literally and symboli- 
cally that has reference to the patient intra- 
physically and to the therapist interperson- 
ally. The therapist is alert to seeing connec- 
tions, following themes and seeing contra- 
dictions. 

One of his main tasks is to note evidences 
of constructiveness in his patient, which 
most patients tend to neurotically over- 
emphasize or blot out. I feel it is the 


therapist’s task to have a feeling memory 
of the life history of his patient and a cur- 
rent and ongoing picture of his environ- 
ment. With such a total feeling picture the 
therapist can have a more solid basis for 
his diagnosis and prognosis of himself as 
therapist and of his patient, as well as for 
carrying forward his therapy more effec- 
tively. This also requires a feeling for his 
own rhythm and tempo, as well as that of 
his patient, and a feeling for the momen- 
tum of the therapeutic process. It is the 
therapist’s task to sense when his patient 
needs and is available for help and when 
he wants to chance struggle and dare on 
his own. It is the therapist’s task to use all 
his human resources, his experience, his 
experienced knowledge of therapy and tech- 
nique to help the patient find and develop 
his constructive resources and human values 
and to undermine and resolve the obstruc- 
tions to their unfolding. In short, the thera- 
pist must fit himself and his tools to his 
patient’s needs and not attempt to force his 
patient into some private or theoretical 
preconceptions. 

What I have attempted to communicate 
are some of the detailed aspects of activi- 
ties possible in the therapist. These could 
be available to him for furthering his own 
growth as a human being and therapist and 
for helping his patient to become the 
healthier human being he might become, 
finding and developing his own set of 
values. I feel the therapeutic experience 
that does not lead to a measure of mutual 
growing will be limited so far as the help 
the patient might receive. 


Cart A. WHITAKER 


Defining psychotherapy as a stimulus 
arising from an interpersonal relationship 
which catalyzes growth, one can postulate 
that a quantum of therapy could derive 
from any human relationship if the partici- 
pants dared to utilize the stimulus. When 
and how can the professional therapist avail 
himself of the stimulus-to-growth present in 
his relationship to his patient? 

Most therapists agree that the degree 


of the patient’s involvement in the inter- 
personal relationship is one measure of the 
effectiveness of the experience. We believe 
that the depth of the patient’s involvement 
is related to the depth of involvement of 
the therapist as a person. Can we then pos- 
tulate that the therapist’s problem is: “How 
can I make this patient more significant to 
me?” Dare we say, “How can I increase my 
counter-transference?” 
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The patient may become very significant 
to the therapist if he stirs echoes of unmet 
needs in the therapist. He may force the 
therapist to strengthen his defense measures 
against growth, or force direct therapeutic 
gains per se in the therapist. If the thera- 
pist is immature or inexperienced, these 
reverberations may seriously hamper ther- 
apy and even restrict the therapeutic train- 
ing of the young psychiatrist. Since experi- 
ence in doing therapy does not equal 
unqualified maturity, we may also examine 
the possible stress areas in the personality 
of the experienced therapist as it interdigi- 
tates with that of the patient. 

The most obvious, of course, is a trans- 
ference vector in the therapist resulting 
from limitations in his personal analysis. 
Since slivers of emotional pathology will 
always be emerging, this is a problem which 
will be with each of us as jong as we are 
growing—i.e., until death. During the thera- 
peutic interviews the patient reveals his 
own psychopathology by his verbal and 
nonverbal symbols. The therapist simul- 
taneously reveals his unmet needs, though 
to a large part in nonverbal language. 
The things he does not say, his choice of 
words, his posture, his facial tensions, the 
rise and fall of his professional indifference 
all convey to the patient cues to the thera- 
pist’s affective needs. Lest there be misun- 
derstanding, I hasten to add that our work 
in multiple therapy has proved beyond 
doubt that well-trained and mature thera- 
pists are amazingly naive in perceiving 
their own residual pathology. Practice 
makes perfect—not only our skills, but also 
our errors. 

Furthermore, the therapist brings to the 
patient reverberations from the therapist’s 
reality living; in carefully disguised cues 
he may indicate his dissatisfaction with job 
and associates. Again, the more mature 
therapist, whose transference problems are 
largely resolved, is stimulated to further 
struggle—perhaps below the level of aware- 
ness—with unresolved body image prob- 
lems. For example, the patient who is a 
natural athlete may breach the therapist’s 
integration of his awkwardness, or an awk- 
ward patient make the therapist most dis- 
satisfied with what progress he has made in 


this area of his need. The therapist, vaguely 
aware of his own patient-status, may pro- 
tect himself by neutralizing the tension. 
This is most easily done by becoming “pro- 
fessional”—giving advice, teaching psycho- 
dynamics, manipulating the environment, 
hospitalizing or transferring the patient to 
another doctor, or, most subtly, by destroy- 
ing the therapeutic movement through 
adroit interpretations.1 

If all these “crimes of the flesh” are 
avoided, the therapist may still hide his 
own patient-status by projecting the threat 
of failure onto the patient. After all, the 
patient was “too sick to benefit from treat- 
ment,” or, at least, he “wasn’t ready for 
treatment,” or “the negative transference 
and the resistance are due to the serious 
character of his sickness.” Could it be that 
the patient is protesting the therapist’s de- 
mand that one of them accept all the onus 
for the stress in the relationship? 

As though this were not enough, the 
therapist may even have to fight lest his 
own patient-needs be uprooted by the suc- 
cess of therapy with the patient. “If this 
woman gets better, I’ll have to go back for 
more therapy.” Then this patient’s treat- 
ment may become interminable, because 
“That patient’s fantasy life is still unre- 
solved,” or “The poor woman is only able 
to tolerate that impotent husband because 
of the continued symbolic support available 
in her relationship to me,” or “This lady is 
really not succeeding outside as she says 
she is. That’s just her way of trying to 
avoid the pain of therapy.” 

I need not tell you that the eruption of 
the therapist’s counter-transference is not 
good or bad. It is good if we utilize it as a 
growth impulsion, and bad only if it be- 
comes fantasy bound in a repetition com- 
pulsion which allows no interaction be- 
tween the patient as a therapist and the 
therapist as a person. What can the matur- 
ing therapist utilize to activate this facet 
of his professional function? Central to 
this question is his belief in continual 
growth. “Whenever there is no growth, 
there is death.” Secondary is the knowledge 
that regression is part of his growth just as 
it is for the patient. Finally, it seems almost 
essential that the symbolic deification of us 
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by patients and students be countered by 
our close contact with a colleague who 
dares to challenge our inadequacies, who 
takes responsibility for demanding further 
growth. May I commend to you the use of 
joint therapeutic interviews? with one pa- 
tient as a way to stimulate both personal 
growth and professional techniques? The 
binocular vision provided, the cultural in- 
gredient added, and the greater freedom 
to modify your participation add up to an 
invigorating experience. 

What type of operational procedure can 
aid in the use of this patient vector in the 
therapist for the benefit of both him and 
his patient? It is reassuring to know that 
the patient will not endanger the eventual 
outcome of therapy by misuse of his thera- 
pist capacities. The therapist is justified in 
bringing his inadequacies to the therapy 
and demanding that the patient bring his 
wellness also. Junior medical students 
taught to use their immaturity in this man- 
ner found that they regained their thera- 
peutic role as soon as the patient vector 
at issue had been resolved. The switch in 
chairs is largely a trial of “grownup-ness” 
by the patient, like my daughter's oedipal 
kisses which are only a problem if my ma- 
turity is inadequate to the honesty de- 
manded. Just so the therapist must be able 
to nurture this therapeutic impulse in the 
patient. 

Since most of the patient vectors in the 
therapist are minor, or, at least, very subtle, 
he may break up a stalemate by participat- 
ing in the therapy in a less orthodox man- 
ner, hoping that he or the patient or both 
will see and correct, or correct without 
seeing, the pathology at hand. Thus the 
therapist can bring to the patient his 
free associations as they occur, his fantasies 
during the hour, his body sensations and 
his more structured anxieties about his ex- 
perience of the relationship. Needless to 
say, this type of communication is not 
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pertinent in the first interview except with 
the chronic schizophrenic, but is much 
more acceptable to every patient than I 
thought possible. It is my own lack of cour- 
age that keeps me aloof, not the patient's 
rigidity, as I once rationalized. 

Strangely enough, it is not necessary to 
interpret, explain, or amplify these non- 
rational communications. My patients ac- 
cepted them as having value in and of 
themselves as soon as I was able to accept 
myself in this role. From this it is a small 
step for the therapist to determine to push 
his growth with every patient. Is it possible 
that the patient does not really grow unless 
the therapist dares to push his own grow- 
ing edge? 

If these operational moves have yielded 
only a stalemate, we believe it essential 
that the therapist admit his failure to the 
patient, his share of responsibility in it, 
and demand that the patient bring more of 
himself to the relationship, lest they both 
fail. It is our conviction that the therapist 
is not being immature, but mature in offer- 
ing his own patient vectors as his final push 
for joint success and a greater self-realiza- 
tion by each. 

The patient’s wish for a savior and the 
doctor’s tendency to enjoy this delusion of 
grandeur may structure a_transference- 
counter-transference jam. The reversal of 
roles may break this jam. The synthesizing 
effect of demanding that the patient be 
mature at one point in the therapy is no 
less effective than the stimulus of the doc- 
tor’s effort to gain maturity in his own 
person. 
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BENJAMIN WASSELL 


T Is man’s nature to try to help himself 
when in distress, failing which he seeks 
help from others. The patient generally 
comes to the analyst only after he has ex- 
hausted his own resources of self-help. The 
doctor’s interest is in helping him become 
aware of his neurotic way of life, so that 
he can decide whether he wants to re- 
linquish it and reclaim and further develop 
himself as a human being. The patient can 
begin to do this when he realizes that his 
security operatiors actually constitute a 
dehumanizing process. Since the analytic 
work is undertaken through the medium of 
the analytic relationship, the latter is ex- 
ceedingly important for the work itself. 
The more the two participants can com- 
municate with each other in a spirit of good 
will, the deeper understanding of his dif- 
ficulties the patient will obtain. The analy- 
tic relationship—a specific means of under- 
standing for the patient—is a means to an 
end and so is inseparable from the end. 
We can focus on it in the context of the 
analytic process for purposes of discussion. 
While one of the aims in treatment is to 
work toward an improving relationship in 
order to foster understanding, by the time 
the patient feels his analyst as a solid friend 
he will be well on his way toward termina- 
tion of treatment, toward self-realization. 
The more it improves, the better it can also 
serve as a favorable medium in which the 
person can grow while relating to another 
human being. 
But the analytic relationship can also act 
as a serious block to the main work. I 


should, therefore, like to examine this 
cornerstone of therapy, posing some prob- 
lems whose further clarification may help 
us use it more effectively. 


NATURE OF THE RELATIONSHIP 


The history of the doctor-patient rela- 
tionship? reflects the general philosophy of 
psychoanalysis at different stages in its 
development. For example, in the early 
days the doctor functioned more as a mir- 
ror, was preoccupied with “the why” and 
presented less of himself in a human way. 
This impersonal approach guaranteed him 
the safety of control through intellect but 
obstructed more human contact with his 
patient. Later, the analyst became more 
active and more personal, perhaps at times 
even overburdening his patient. He shifted 
the emphasis from reviewing past memories 
to experiencing attitudes in the present 
relationship. Today the analyst is skilled 
in enlarging on “the what, how and why”? 
and is also interested in his patient as a 
human being. He wants to sympathize with 
his patient as a suffering person, to share 
his joys, although his main interest is in 
the analytic work. He thus conducts ther- 
apy while participating in a human rela- 
tionship with his patient. 

In trying to describe the analytic rela- 
tionship we can start with what appears 
factually to be the case. The analyst is 
trained and experienced in psychological 
thinking. We might agree that the analytic 
work is in each individual case more im- 
portant for the patient than for the analyst. 
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The patient is the one who reveals himself 
more. His values and ways of living are ex- 
plored, so that the analyst is more of a 
searcher. On the other hand, since the 
work is more vital to the patient, one 
should think he would be at least as in- 
terested in searching as is the analyst. Per- 
haps we could say that both are deeply in- 
terested in searching but that the analyst is 
a more effective searcher, both because of 
experience and availability. It is usually 
said that the analyst is in a position to be 
more of an observer. While he verbalizes 
less actively than the patient, he is closer 
to the essentials of the relationship. The 
analyst is generally considered the more 
responsible and healthy of the two. This 
must not lead us to underestimate the 
stature, integrity, directness and aliveness 
of some patients, who often stimulate us in 
our work with ourselves. It is sometimes 
stated that the character of the analyst con- 
tributes less to the relationship than does 
that of the patient. More productive than 
such comparisons might be to evaluate how 
the character structure of the analyst fur- 
thers or retards movement in analysis, how 
his neurotic remnants hinder the patient’s 
deeper understanding of himself. Some 
analyses remain at an intellectual level, 
with perhaps a realignment of forces like 
“shoulds”3 but without much change in 
spontaneous growth. It is also said that the 
patient is factually dependent on the ana- 
lyst, although it is perhaps more helpful 
to put it that each needs the services, good 
will and cooperation of the other. The 
analyst has greater knowledge, experience 
and (usually) health while the patient 
must have the wish to explore, understand 
and change. The incentive and cooperation 
of both are necessary. 


Tue PAatient’s ATTITUDES 


When a patient comes to an analyst, 
his belief in his own magical powers has 
been severely shaken. He has a deep sense 
of failure and self-hate* because his claims 
on others, and thereby his grandiose pic- 
ture of himself, have not been upheld. Com- 
ing to the analyst is a further sign of the 
failure of his illusions, but he is ever hope- 


ful of making a deal with the analyst on 
the basis of the latter’s magical powers or 
of using him to affirm his own. He will un- 
consciously make a constant appeal to 
neurotic residuals in his analyst but will 
tend to shun the human side because he 
senses his own impotence by contrast. When 
it is necessary for reasons of strategy or ex- 
pedience, his prideful® side will attempt to 
disparage and/or feel abused by his analyst. 
On the other hand, the patient longs for 
real help from his analyst, so that he can 
become a warmer, stronger, happier, more 
spontaneous and productive human being. 
His moves in this direction must be limited, 
peripheral and furtive lest he suffer the 
consequences of self-hate. In essence he 
will reach out toward his analyst for help, 
friendship and closeness with one hand, 
while with the other he will tend to push 
him away with exorbitant demands. The 
relative balance of healthy and neurotic 
components in the analyst will determine 
how he copes with these demands and how 
he identifies and encourages the healthy 
strivings of his patient. The neurotic per- 
son, having succumbed to the false promise 
of effortless glory, which brings with it anx- 
iety and self-hate, has in addition a deep 
sense of loss and frustration at not really 
living. Powerless to grow, he is meantime 
forced to continue to sacrifice himself to 
the very process which robs him of genuine 
living. In order to understand deeply his 
patient’s state of despair and yearning, the 
analyst must constantly strive to develop 
the full range of his capacities. These will 
enable him to grasp the basic constructive- 
ness inherent even in his patient’s dis- 
torted neurotic strategems and help him to 
retrieve it. 

The patient’s many irrational character 
traits and attitudes, which are the product 
of a compulsive process overlaid on a 
healthy foundation, serve multiple func- 
tions. Perhaps foremost is his striving for 
unity while searching for glory. Having all 
but abandoned his “real self” ® he must in- 
vest his neurotic way of life with most of 
his energies. In order to convince himself 
of its virtue he presses his healthy logic and 
imagination into the service of his pride. 
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People too are utilized by neurotic pride. 
For example, they are treated as dispensers 
and pressured into fulfilling the patient's 
claims.? Thus they can mirror back to the 
patient his fantastic construction of him- 
self. Or they are utilized as absorbers of 
his self-hate. They are especially important 
to him because he lives outside himself and 
thus needs others in order to experience 
himself with some sense of being. Like 
every neurotic solution, this strategy helps 


him to avoid feeling anxiety, but each time. 


he uses it, he becomes more of a stranger 
to himself. He is caught in the dilemma of 
needing people for affirmation of his image, 
while alienating them by his utilitarian 
treatment of them. And he does not dare 
discover that as a solution self-glorification 
generates the very anxiety and self-hate he 
tries so hard to avoid feeling. 

The patient finds himself in an uneasy 
position of ambivalent feelings toward his 
analyst. His conflicting attitudes will be 
more or less similar to those he harbors 
toward other people but with one im- 
portant difference. The analyst is endowed 
with the superauthority and superpower of 
the magician. He may be seen as a master- 
mind possessing penetrating wisdom. Or 
he may be expected to solve everything 
through love. These attitudes, externalized 
to the analyst, represent the patient’s own 
magical expectations. And having invested 
his analyst with magic power he will deal 
with him on those terms. The self-effacing ® 
patient imagines he can get into heaven by 
pleasing his analyst, by inflating him and 
deflating himself. Through this strategy he 
plans to enlist his analyst’s magic help. 
Some patients believe that through an 
osmotic process of merely remaining near 
the analyst some of his magic will rub off on 
them. The more expansive? patient may 
feel compelled to triumph over this God 
and thus establish himself as a super-God. 
Some patients get a feeling of supremacy 
by having a “communion of the Gods” with 
the analyst. The resigned? patient secretly 
has similar claims although he is primarily 
interested in noninvolvement. Endowed 
with such magical qualities, the analyst 
must be felt either as an angel or a devil. 
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Since the process of analysis is in part a 
disillusioning one, the analyst is inevitably 
felt as a threat. The patient will feel under 
attack and will defend himself. This feel- 
ing can be minimized as, increasingly, he 
is accepted by his analyst. Although factu- 
ally only the merit of the patient’s neurotic 
position is questioned, he himself ex- 
periences this as endangering to his vital 
integrity. 

In practice, much of the patient-doctor 
relationship, particularly in earlier phases, 
has to do with the patient’s opposing, ap- 
peasing or avoiding the analyst. The more 
the patient senses his analyst as a friend 
who has his best interests at heart, the less 
frightened will he be and the more risks 
will he take. Healthy risks are taken when 
the patient recognizes his inner strength 
and vitality. It is thus crucial for the ana- 
lyst, while engaged in exploring and ques- 
tioning the patient’s neurotic character 
structure, to appeal to his constructive 
forces as much as can be tolerated. The 
analyst must be ingenious and resourceful 
in identifying these forces, which, in the 
beginning, are expressed pretty much in 
externalized form. 


THE ANALYstT’s ROLE 


When the patient comes to the doctor he 
is searching desperately for someone to hang 
on to. He comes because outside support 
has been too shaky. If the analyst is able to 
give of himself freely and in a self-respect- 
ing spirit, his patient will feel safer and so 
will be more able and willing to explore 
and examine. The analyst will try to con- 
duct the work so that it becomes a growing 
process of organically connected awareness 
in depth. With an eye for the future and 
long term results, he will patiently build a 
firm foundation. At the same time he is 
economy-minded and knows that his pa- 
tient will feel more hopeful if connections 
are made, if some understanding is gained, 
if there is movement. He strives to become 
more finely attuned to his patient’s inner 
state of integration, to his tolerance, his 
ability to go forward, to his need for rest. 
Together they can work through specifically 
those blockages in the patient which retard 
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harmonious work. These blockages can 
be viewed as pride-protecting strategems. 
At the same time they can identify and 
mobilize constructive forces.11 As the pa- 
tient learns that his analyst proceeds with- 
out precipitating an intolerable amount of 
anxiety and self-hate he will have more 
confidence in him and will want to search 
more deeply. Thus there is a reciprocal 
relationship between the patient’s intra- 
psychic progress and his movement in inter- 
personal relationships, including that with 
his doctor. 

As the patient-doctor relationship grows 
stronger he is again encouraged to addi- 
tional work intrapsychically, thus strength- 
ening himself further, so that his feeling 
for his analyst will grow sounder, and so 
on. The more the analyst grasps with all his 
faculties the interplay of all these forces, 
the more productively will he be able to 
conduct the analysis. 

What are some of the attitudes and blind 
spots in the analyst which hinder his more 
constructive participation in the analytic 
relationship? 


Tue ANALYST AND THE Gop IMAGE 


Illusions of superiority*? are one of the 
main blocks to the analyst’s own self-realiza- 
tion and, consequently, to his working 
more effectively as a therapist. Some phy- 
sicians are drawn to psychoanalysis because 
of an unconscious need to contro] through 
intellect while consciously wanting to be 
helpful. Pride in intellect is supported by 
the public’s tendency to view the analyst as 
a mastermind. He may unconsciously sup- 
port this self-deception by remaining aloof 
from people in general and by not denying 
the mantle of mysterious wisdom attributed 
to him. Idealized by his patients, he may 
feel superior to them when listening daily 
to their problems and distress. His patients 
know him only in the therapeutic situation 
where his own problems may or may not 
be obvious. (Either way they may have an 
adverse effect on therapy). Thus the com- 
mon attitude of overestimating the good 
quality of one’s relations with people can 
easily be perpetuated in the analyst by his 
patients. The nature of psychoanalysis 
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keeps the analyst rather isolated, even 
from his colleagues, especially after gradua- 
tion, so that he has little opportunity to be 
checked by others regarding the quality of 
his work. Since each analyst’s individual 
approach is most suitable for him, he can 
easily begin to feel that it is better than 
that of others. Also the analyst is often put 
to the test by his patients, so that un- 
consciously he might need to thicken his 
own protective system in order to avoid 
feeling anxiety; Freud advised the analyst 
to remain impenetrable to his patient. 
Working with only a few patients as he 
does, the analyst might in each individual 
instance feel overconcern for his patient's 
welfare and progress. Finally, the real dif- 
ficulties of his patients may lead him to 
strengthen himself against anxiety by de- 
veloping superiority feelings. 


OTHER OBSTRUCTIVE ATTITUDES 
IN THE ANALYST 


There are many sound attitudes, which 
if compulsive, would tend to impair the 
analytic relationship rather than strengthen 
it and so hamper productivity in work. 

There is the analyst who is overeager to 
get ahead, to control, to influence his pa- 
tient to plunge in. He will overencourage 
struggle. He frightens his patient with too- 
sharp questioning, so that he becomes too 
anxious and must fall back upon his usual 
protective stratagems. There may be the ap- 
pearance of much going on but little real 
collaboration exists and hence little change 
takes place in the patient. 

Another analyst conducts overcautiously, 
cannot tackle a problem firmly, is fearful 
of struggle and growing pains. He places 
too much stress on pleasing his patient and 
keeping him overcomfortable. A third ana- 
lyst stays at a distance from his patient in 
an effort to keep things at status quo, to be 
seemingly “objective,” and to avoid any 
close contact with his patient. He may 
nibble at the periphery; the analysis may 
stay in a rut. 

One analyst may offer too many inter- 
pretations, so that the patient either accepts 
all or selects one without really struggling 
through to an insight of his own. Or, out of 
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a need to let the patient proceed on his 
own, interpretations that are too few, too 
sparse and disconnected are offered, leav- 
ing the patient at sea. One analyst forces 
his patient to live with more feeling than 
he is able to handle. Another is reluctant 
to let his patient experience on his own. 
There may be an overemphasis on intel- 
lectuality, or on a big splash of so-called 
feelings. Some analysts are too interested 
in working with large trends and too little 
in tackling details, or vice versa. Some fix 
their eyes on the present so much that they 
have little sense of long-term movement, 
or vice versa. An analyst may encourage his 
patient to express himself but have too little 
interest in doing solid thoughtful work. 
His verbal encouragement may mask an 
intolerance which prevents his patient from 
opening up. There is the analyst who over- 
stresses the constructive while doing too 
little work on the retarding forces, or vice 
versa. 

. Whether the analyst overconducts, or 
whether, out of fear of influencing or be- 
ing influenced, he must avoid mutual con- 
tact, the doctor-patient relationship will 
not prosper. The more free the analyst is, 
the better he will be able intuitively to 
leave himself open to what comes from his 
patient, as well as to what stirs in himself. 
The less free he is, the less will he want 
his patient to be free. If he cannot go along 
with his patient, he will lose opportunities 
to help his patient enlarge himself through 
experiencing himself in various ways in 
different areas. On the other hand, if the 
analyst conducts meekly, he will find him- 
self trotting along behind his patient to the 
detriment of more constructively directed 
work. Also, his patient will miss the solidar- 
ity he needs to help him firm himself up. 
Depending on the character makeups of 
analyst and patient, the latter’s neurotic 
needs may be either overfulfilled or ques- 
tioned too bluntly. He will not get a good 
feeling of going in the right direction. 

What can the analyst do about the un- 
conscious needs which interfere with his 
establishing a good relationship? With the 
realization that we are all culture-bound 
to a degree, the analyst should constantly 
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work with his neurotic residuals’% and 
should not be lulled into complacence 
under the flag of “only residuals.” I will 
mention in passing the sound procedure of 
taking stock regularly, so that one can con- 
stantly question one’s own feelings, such 
as irritation or boredom, the patient's feel- 
ing, the status of the analytic relationship 
and wf the analysis itself. Getting better 
analytic and technical help through as 
many avenues as possible will benefit. In 
addition to postgraduate seminars, it seems 
to me that occasional group analysis on a 
postgraduate basis, with or without a float- 
ting moderator, could advantageously be 
combined with one’s regular self-analytic 
work. 


A Goop RELATIONSHIP: DEFINITION 


It seems to me that a good doctor-pa- 
tient relationship is one in which both col- 
laborators participate in a creative give-and- 
take. Its fabric is elastic enough to include 
the patient’s healthy and neurotic indi- 
viduality, the analyst's greater experience 
and technical skill, as well as his indi- 
viduality. Neither partner should have to 
deny or eliminate himself and neither 
should be viewed as more important than 
the other. In such a spirit of teamwork, 
each according to his ability and availabil- 
ity, a solid doctor-patient relationship can 
be established which will help the patient 
to face, experience, understand and eventu- 
ally resolve his inner dividedness, so that 
he can emerge a free and distinct indi- 
vidual. 


Tue ANALYstT’s SPONTANEITY 


A frequent problem, perhaps more evi- 
dent after the analysis has moved along, 
is concerned with the patient’s difficulties 
in expressing his feelings about his analyst. 
An apparently free expression may be due 
less to courage than to familiarity, as in a 
long analysis, and may not lead to change. 
The patient may explain that he finds it 
one-sided to be encouraged to express him- 
self while the analyst remains more or less 
uninvolved. A Ferenczi-like technique of 
overstimulating the patient into reacting 
may not be productive in that the patient 
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will feel justified in his responses and may 
not get any closer to a recognition of his 
own overreactivity. On the other hand, 
coming out a little more with a resigned 
patient might prove fruitful in the long 
run. The patient could also feel that the 
analyst is interested in him to the point of 
making an effort. Such a move should be 
coordinated with work on externalization’, 
on strengthening the patient so that he 
will need less to externalize and can move 
closer to his analyst. An analyst might ob- 
ject to revealing himself if he is sensitive 
to “being used” by the patient. However 
he may be rooted in himself sufficiently to 
be willing to have his patient express claims 
on him with the knowledge of future divi- 
dends. While the patient might have con- 
tempt for the analyst who permits himself 
to be manipulated—this could seriously 
damage their relationship—some of us err 
on the side of needing “respect” from our 
patients. The patient might also gain a dif- 
ferent view of inner strength which does 
not shy away from involvement. 

‘In our fear of inflating a patient by tell- 
ing him we like him too much, we may 
avoid communicating this enough. After 
a long interruption of work, I resumed with 
a patient who immediately picked up my 
friendlier attitude and risked coming closer 
himself. Recently one of my patients while 
trying to get closer to me dreamt of me in 
a weaker position. In this situation she felt 
quite friendly toward me. One could in- 


terpret this as neurotic liking when feeling | 


superior and overlook the aspect of this 
patient’s wanting to make me smaller, less 
of a magician, so she could relate to me in 
a more equal way. Avoidance of friendly 
chit-chat with patients, at the beginning 
or end of the hour, may represent a forbid- 
ding attitude which might fend off the pa- 
tient’s attempts at sharing and coming 
closer. Sometimes being friendly in this 
manner at the beginning of an hour can 
create an atmosphere in which the returns 
will be greater than if the patient’s preli- 
minary remarks are seized for “analysis.” 
While shallow living?® in the hour is a 
waste of time, the patient may—if the ana- 
lyst shows himself to be an ordinary hu- 
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man being—begin to expect less of him 
and so himself make greater efforts. It is a 
matter of the timing and spirit in which 
these moves are made. One must weigh 
whether an urge to shake hands with a pa- 
tient who needs distance will be too much 
for him or whether it will encourage him 
to do what he already wants to do. Not 
shaking hands with this patient may in- 
dicate the analyst’s awareness of the pa- 
tient’s sensitivity. Shaking hands can bring 
home to the patient that his analyst has 
confidence in his ability to venture closer. 
Patients with whom I have worked indi- 
vidually and who are now also in group 
analysis with me, usually have remarked 
that they felt good at seeing me more like 
a human being and less like the popular 
conception of the detached analyst sitting 
behind the couch. I am reminded of Dr. 
Horney’s repeated recommendation that 
patients be treated as human beings and 
not as objects under a microscope. 

Some workers are of the opinion that the 
analyst would best not become irritated by 
his patients and that if he does, some con- 
structive use should be made of it. Recently 
one of my patients, who finds it very dif- 
ficult to express anger toward others, asked 
me if I ever got angry with anyone. While 
I felt she was testing me to see whether she 
might risk expressing anger toward me, I 
also got the notion that an open expression 
of annoyance with her, when I felt it, 
might enable her to express similar feelings 
about me. Would I perhaps appear more 
human to her if I expressed such feelings? 
Was her question perhaps an invitation? 

The problem has many aspects. We 
know that the neurotic feels in constant 
danger in his imagined hostile world and 
in the analytic situation, too, where he feels 
under attack. He is out to be rejected, to 
hear criticism of himself, so that he will 
feel called upon to defend himself and 
thus maintain his neurotic protective 
strategems. Also, if he feels endangered, 
he will feel more justified in externalizing 
his self-hate onto others. From this view- 
point the analyst defeats his own effort 
toward constructive exploration when he 
conveys a feeling of irritation to his pa- 
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tient. On the other hand one might say 
that the patient will hear with his third 
ear what the analyst is careful not to ex- 
press, so that hostility felt by the analyst 
might as well be expressed. Further, one 
might conjecture that the analyst who never 
feels irritated by his patients is trying to 
be superhuman. And could not the analyst 
who recognizes that his patient is trying to 
irritate him be out to frustrate his patient 
by not responding, in order to feel superior? 
My own feeling is that until the beginnings 
of a solid relationship have been achieved 
and the patient feels stronger it is better to 
withhold such feelings. To withhold in this 
situation is not dishonesty but an attempt 
to spare the patient unnecessary suffering. 
If the analyst is questioned, he might con- 
cede that some of the patient’s traits are 
irritating, although he likes the patient as 
a person. As their relationship grows 
stronger, he should help his patient in- 
creasingly to recognize the response his 
hostility evokes in others. If the doctor is 
merely benevolent his patient could infer 
that he,is fearful of hostility, that he doesn’t 
think it detrimental, or that he doesn’t 
consider his patient worthy of defending 
himself against. As analysis progresses, the 
analytic situation undergoes a shift in 
which the analyst expresses himself more 
openly, but consistent with his patient’s 
tolerance for anxiety and closeness. 


Tue ANALYystT’s PHILOSOPHY 


The therapist's basic philosophy of life?*, 
his feeling for man and for himself, will 
indicate how he feels about his patient. 
His treatment goals, too, will be a reflection 
of this feeling. For example, those who are 
adherents of psychic determinism will stress 
that man is part of nature and so subject 
to its laws. They might believe that those 
who cannot accept this premise are actually 
driven to feelings of omnipotence, to rise 
above nature, so to speak. While they 
acknowledge inner forces in man, which 
they call instincts, they view them un- 
favorably. Hence, therapeutic goals aim at 
their sublimation, a kind of control. Simi- 
larly, while there is an ego it does not 
correspond to our real self. It tends to 


maximize its successes and minimize its 
failures, striving not simply for self-fulfill- 
ment, but for perfection. Also, one of its 
main functions is to control “primitive” 
drives. Strengthening this ego might mean 
holding in check one’s spontaneous feelings. 
The adherents of free will, on the other 
hand, emphasize that man is able to make 
a choice and be master of his fate. They 
might regard the determinists as feeling 
hopeless about owning themselves, about 
being their real selves. Perhaps this is 
another instance of either-or thinking.? The 
truth may be closer to a combination of 
both ideas: harmony with nature which 
presupposes harmony with one’s inner na- 
ture. The therapeutic efforts of the first 
group would aim at helping the patient to 
direct his inner drives into socially ac- 
cepted channels, without considering the 
possibility that some dictates of society 
might in fact be obstructive to man’s real 
self-fulfillment. The second group would 
tend to overemphasize so-called construc- 
tive aspects in their patient with the goal 
of freeing the patient—urging him to be 
himself—before he has sufficiently worked 
through his neurotic, supportive integra- 
tion. The adherents of both extremes would 
tend, in the doctor-patient relationship, to 
be authoritative: the group which would 
control the patient’s natural inclination to 
be himself by overemphasis on conformity; 
the other by exhorting the patient to be 
himself, rather than letting him make the 
choice himself. We are more interested, 
within the framework of the doctor-patient 
relationship, in helping our patient dis- 
cover for himself the nature of all his 
drives, so that he can decide in what direc- 
tion he wishes to travel. 


TotTat ACCEPTANCE AND MOBILIZING 
THE CONSTRUCTIVE 


It is through the analyst’s faith and con- 
fidence in his patient’s constructiveness, pre- 
dicated on a belief in his own constructive- 
ness, that the patient can begin to feel 
more hopeful about himself. The analyst 
conveys his hopefulness through the doctor- 
patient relationship, and by utilizing it in 
this manner also strengthens it. He offers 
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human help, sympathetic understanding, 
bear-with-ness, availability and steadfast, 
consistent interest. By sharing common ex- 
periences of the past and of the analytic 
situation, and conveying to the patient that 
he has been through a similar therapeutic 


experience, he supports his patient’s con-’ 


structive moves. Synchronized with this, 
both work at understanding the patient's 
blockages. However, these procedures will 
not lead to a fundamental change, with a 
revealing recognition and free unfolding 
of the patient's inner life, unless they are 
communicated in a spirit that reminds me 
of Albert Schweitzer and Mahatma Gandhi. 
Schweitzer above all is imbued with a 
“reverence for life,” while Gandhi believed 
that the means are as important as the ends, 
that the one is inextricably bound up with 
the other. How much the analyst accepts 
his patient with all his peculiarities, pre- 
judices, neurotic needs and demands, as 
well as with his strengths as an individual 
in his own right, will be a significant factor 
in determining the course of the analysis. 

Before a person can change he must first 
accept himself. Only after self-acceptance 
can the analyst accept his patient as differ- 
ent, as another person, as himself. Accept- 
ance is not synonymous with liking. Liking 
connotes something personally distinctive 
which appeals to one. Perhaps the more the 
analyst accepts his patient for what he is 
and how he is, the less he must like him. 
And he should search himself, when feeling 
dislike, to see whether he is not feeling 
anxiety because of something he doesn’t 
understand. Verbal reassurance alone will 
not satisfy the patient; if he feels unac- 
cepted he will be unable to reach toward 
the analyst for the help he needs. The 
analyst, with his best conscious intentions, 
will contribute to the patient’s self-hate 
and his necessity to defend himself. And if 
the analyst does not accept the patient, 
how can he convince him that it is not he 
—the doctor—but the patient who despises 
himself when he falls short of perfection? 


ACCEPTANCE AND CENTRAL CONFLICT 


In the beginning of analysis there is 
considerable evidence of self-hate in which 
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the patient hates his actual self. Later, as 
he finds himself, he separates off his real 
self. As he becomes stronger he may have 
dreams in which he wrestles with monsters. 
He may dream of himself caught in the coils 
of a serpent. This phase of analysis usually 
represents a crisis in which the patient ex- 
periences considerable anxiety and self-hate 
but can go forward nonetheless. If analysis 
proceeds successfully, the dream serpents 
may diminish in size and may then assume 
human form. It is my impression that central 
conflict can take such a course. One wonders 
whether central conflict need be so severe. 
There is the viewpoint that a human being 
can gain spiritual strength only through 
deep struggle and anguish. While rough 
seas make good sailors, unnecessary up- 
heaval can cause needless suffering. And to 
subject the patient to needless pain would 
be an abuse of the doctor-patient relation- 
ship. The problems revolves about en- 
couraging the patient to experience enough 
of his anxiety and self-hate—his conflicts— 
so that he will want to change, and yet pre- 
vent his being shattered by feeling too 
much, too soon. Again, timing and dosage 
are crucial. It seems to me that experienc- 
ing one’s proud self as a serpent is an in- 
dication of nonacceptance. Pictured in this 
form, one would want to destroy one’s 
proud self, which means destruction of 
part of oneself. Also, if we view the pic- 
ture of two more or less equal adversaries, 
locked in a life and death struggle, we can 
understand the terror that the person is 
bound to experience. And at present I in- 
cline to the view that, at bottom, the serpent 
is also terrified. “If thine eye offend thee, 
pluck it out,” say the Scriptures. And if 
we have a gangrenous limb we may save the 
whole by removing a part. Perhaps that is 
the rationale in treatments such as electro- 
shock and lobotomy. But neurosis is not 
a localized process. 

The neurotic protective process is a con- 
tinuous, growing organization which con- 
stantly emerges from the flow of one’s basic, 
healthy, life forces. From one aspect it is 
really dependent for its very existence on 
our constructive forces and so might well 
sense its precarious position, It permeates 
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the healthy so pervasively that its destruc- 
tion would destroy the whole. Therefore, 
not a part but a whole type of approach is 
necessary. This would mean not destruction 
but a transformation of the neurotic ele- 
ments back into their original form. One 
might term this a kind of reclamation of 
what was originally healthy of oneself. Such 
an approach would not be so frightening 
to one’s proud self. Perhaps an analogy 
using a delinquent youth might help. If 
he is attacked, he will continue to be de- 
fensive. If he is accepted firmly and with- 
out appeasement there is the possibility for 
restoring him to citizenship. Perhaps it is 
irrational to view one’s proud self as a 
serpent in the first place. With greater 
understanding and acceptance, we might 
regard it as being born in and perpetuated 
out of fear. More healthy acceptance would 
tend to treat pride as we might a delinquent 
—to be firm but not vindictive. If Satan 
were given a chance to enter heaven he 
might change his ways. Our analytic lan- 
guage is filled with words which seem to 
indicate that resistances should be treated 
harshly. They are “exposed,” “under- 
mined,” “attacked,” “broken down,” and 
so forth. Recently, the term “working 
through” has found a place. Perhaps Dr. 
Horney’s preference for “blockages” or 
“retarding forces” came from a feeling that 
dealing with them as “resistances” would 
provoke counterattack. If the analyst “at- 
tacks” his patient’s resistances these forces 
will tend to defend themselves and he will 
retard what he is out for, the reclamation 
of their energies for constructive use. 


CONCLUSIONS 


The more the analyst has accepted and 
found himself the more will he approxi- 
mate a total grasp of his patient’s dilemma. 
With the happy marriage of reason and love 
he will know naturally with “what, how, 
and when” to come in in order to help his 
patient gain understanding and begin to 
accept himself. He will be in the analysis 
with his own feelings and beliefs, so that 
his patient will sense his solidity and 
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“there-ness.” But he will not overburden 
his patient by contributing to his need for 
a superauthority. With a sense of perceptive 
moderation he will help his patient stay 
closer to feeling inner conflict without be- 
ing overwhelmed by it. He will work toward 
a decrease of compulsive reactions and 
toward firm, solid, rational feelings which 
will be more appropriate to both his inner 
life and his relations with his environment. 
As an accepting, though not indiscrimi- 
nately approving, partner he will provide 
his patient with a living mirror for reality 
testing. As we become more human as 
therapists, we will be better able to accept 
our patients so that they can accept them- 
selves. 
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GROUP PSYCHOANALYSIS 


A PANEL 


FREDERICK A. WEIss, MODERATOR 


HIS PANEL on group psychoanalysis is 

based on clinical experience gained 
during the last three years from psycho- 
analytic work with fifteen groups of maxi- 
mally eight patients of both sexes. They 
met once a week for one-and-a-half hour 
sessions. 

The term “group psychoanalysis” is used 
to characterize that form of group therapy 
which has as its goals not merely socializa- 
tion, catharsis, abreaction, relief from 
anxiety or reduction of symptoms, but emo- 
tional insight leading to change of the 
character structure in the direction of 
healthy growth, self-realization and con- 
structive relations with others. The goals 
of group psychoanalysis, in short, are seen 
as essentially the same as those of indi- 
vidual analysis. Only further research will 
determine how far group psychoanalysis in 
itself can and does lead patients on the 
road to self-realization. 

Karen Horney, on whose theory and 
therapy our project is based, said, “Group 
psychoanalysis is not only a way of reach- 
ing more people but it is a peculiar kind of 
therapy with problems of its own. These 
problems are of three kinds: advantages, 
difficulties and dangers, and limitations.” 

Indeed, group psychoanalysis is different 
from individual analysis not merely in a 
quantitative sense, which would make it 
merely a more diluted form of individual 


therapy. Group psychoanalysis is different 
in quality. A new medium is created: the 
group. And the group itself becomes a 
highly important dynamic and therapeutic 
factor with specific constructive and specific 
retarding effects on the therapeutic process. 

Group and individual psychoanalysis are 
in no way mutually exclusive. On the con- 
trary, they may interact in a process of 
mutual fertilization. Not only does the 
work in group psychoanalysis often become 
solidified by the addition of individual 
sessions, but individual psychoanalysis in 
certain stages of relative stagnation may 
become vitalized and mobilized by the 
patient’s participation in a group. 

Our interest in group psychoanalysis is 
closely connected with our concept of neu- 
rosis. We see the origin of neurosis not in 
instinctual factors but in the disturbance 
of the early interpersonal relationships. In 
the poor soil of emotional starvation only 
a weak self develops. This self experiences 
basic anxiety and inner conflict, and as a 
defense against both develops a neurotic 
character structure. Later, in adult life, 
the neurotic unconsciously tries to solve his 
inner conflicts in the area of his interper- 
sonal relationships. The microcosm of the 
psychoanalytic group therefore becomes a 
kind of laboratory of life which offers un- 
usual opportunities for diagnosis as well as 
for therapy. 


These papers were delivered at a Panel Discussion before the Association for the Advancement 
of Psychoanalysis at the New York Academy of Medicine, October 28, 1953. Frederick A. Weiss, 
M.D., is president of the Association for the Advancement of Psychoanalysis and lecturer at the 
American Institute for Psychoanalysis. Benjamin Wassell, M.D., Louis Landman, M.D., Sidney 
Rose, M.D., and Louis E. DeRosis, M.D., are lecturers at the American Institute for Psycho- 
analysis. Dr. Wassell, Dr. Rose, and Dr. DeRosis are members of the Association for the Advance- 


ment of Psychoanalysis. 
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GROUP PSYCHOANALYSIS 


THE ANALYTIC RELATIONSHIP IN GROUP PSYCHOANALYSIS 


BENJAMIN WASSELL 


In modern psychoanalysis the doctor's 
goal is to help his patient to discover, accept 
and revitalize himself, so that he can more 
fully develop his capacities as a human be- 
ing. He will then be better able to contrib- 
ute to the healthy growth and well-being of 
those around him, as well as creatively 
shape his own environment and thus influ- 
ence his own evolution. Such self-resur- 

‘rection is possible when the patient gains 
a deep and comprehensive understanding 
of his neurotic character structure and how 
it has imprisoned his spontaneous being. 
With such knowledge his wish to free him- 
self will spring to life and lead to an 
ever-increasing spiral of growth. This will 
mean involving himself in a full experience 
of his inner conflicts, of his impoverish- 
ment, and of his emerging aliveness. Essen- 
tial to such therapy in depth is a thorough 
working through and putting to construc- 
tive use of the analytic relationship which 
is an important means for understanding 
as well as a medium for the patient’s growth. 
A corollary to this is the doctor’s whole- 
hearted acceptance of his patient, for only 
then can he truly reach him. In a spirit of 
collaboration with a human being whom he 
trusts and whose skill he respects, the pa- 
tient can find the courage to undertake a 
fundamental change in himself. 

The abundant interpatient activity in 
group work promotes a rapid and detailed 
uncovering of neurotic trends, needs, atti- 
tudes and traits. Working through the 
deeper symbolic meaning which some pa- 
tients assume for others is rewarding to all. 
While the analyst is the recipient of moves 
more or less like those expressed toward 
other patients, it soon becomes evident that 
he is invested with a special role. What he 
means to each patient and to the group, as 
well as how he feels about them, will be 
a crucial factor in all stages of analysis. 
When a mother beckons to her child to 
try those first steps alone, the child’s physi- 
cal apparatus is galvanized into action by 
the mutual feelings of confidence that flow 
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between them. The verbal encouragement 
of his brothers and sisters, together with 
his witnessing their excursions, all help 
transform desire into doing. The patient in 
group analysis, too, is strengthened by such 
mutuality feelings and encouragement. In 
his struggle to shift his footing from the 
sands of illusion to the solid ground in him- 
self, he will need the support of all, par- 
ticularly that of his analyst. Each success- 
ful step he takes will revive and augment 
his own inner strength until he can walk 
alone and with others, a free man. These 
mutuality feelings can be unearthed, ex- 
panded and utilized as neurotic needs are 
reduced. 

What are some of the obstructive atti- 
tudes patients have toward their analyst? 
Patients invariably report that they are 
freer in expressing themselves in after-ses- 
sions than in the group. They seem to 
throw up a kind of protective curtain when 
in the therapy situation. One feels that they 
automatically guard against letting too 
much out in the analyst’s presence. On one 
occasion, just after a session, I noted how 
my group’s animated discussion hushed up 
as I approached them in the lobby. It is as 
if their neurotic pride senses the analyst as 
a threat. Most patients in sessions are less 
open regarding their feelings about the 
analyst than about each other, depending 
more or less on their character makeup. 

Compliant attitudes toward others are 
characteristic of the person who uses a 
self-effacing solution for his inner conflict; 
this represents his attitude toward him- 
self. Similarly, the expansive person ex- 
hibits aggressive attitudes toward others, 
while the resigned individual relates to 
others predominantly with detachment. . 
Compliant patients at first communicate 
their hostile feelings toward other patients. 
They may do this through the analyst, tell- 
ing him how much they dislike someone 
sitting within easy view. To them the ana- 
lyst is the magic helper to whom they ap- 
peal for support of their demands. They 
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feel aggrieved and envious when he devotes 
himself to other patients. They must re- 
press their more direct anger against him 
since their intent is to present themselves 
in a light calculated to win the analyst’s 
exclusive love and undiluted interest. Some 
more aggressive patients must disparage 
and lower all present, including the analyst, 
in order to demonstrate their own superi- 
ority and rightness. Or they may avoid the 
analyst. Or they may condescend to chal- 
lenge him while brushing off other patients 
as unworthy opponents. Some are compelled 
to rival the doctor as therapist. Some strike 
directly, others are counter-punchers. De- 
tached patients tend to remain uninvolved 
in the beginning, as if hidden behind a 
screen from where they size up the analyst. 
They make brief sorties and then retire to 
a safe distance. 

All patients tend to appeal to the analyst 
as an arbiter who will support their needs. 
They are all egocentric in that they want 
him to be exclusively attentive to their need 
for love, admiration or distance. Endowed 
with the role of magic provider and super- 
authority the analyst is pursued, feared, 
resented, defied and eluded. Patients also 
experience their own inner authority out- 
side themselves in the analyst, where they 
can deal with it more comfortably. (Inci- 
dentally, they may also externalize their 
constructive aspects to him.) Unless these 
attitudes and their corresponding neurotic 
needs are brought out into the open and 
resolved, each patient will feel frustrated 
by the analyst from receiving what seems 
reasonable and just. As long as a patient 
feels his analyst predominantly as a threat 
to his claims, defenses and values, he must 
appease, defeat or flee from him. He will 
then be unable to work cooperatively with 
his doctor. Unaware of his own inner dic- 
tatorship because he is living outside him- 
self he will be unable to come to grips with 
it. And when one multiplies such attitudes 
by the number of patients in the group, not 
to mention patient-patient attitudes, one 
can see that much work needs to be done 
in order to develop a healthier group spirit. 

How the group analyst is as a person will 
go far toward determining the nature of 
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both doctor-patient and patient-doctor re- 
lationships and thus the group spirit. In 
deciding to work with a patient the analyst 
has embarked not on a program of indoc- 
trination but on one of ever-fresh examina- 
tion of his patients and himself. This is not 
to say that to be “objective” he must elimi- 
nate his own set of beliefs and values. On 
the contrary, unless his patients feel him as 
a person with his own convictions and 
ideals, their analysis will tend to remain an 
intellectual exercise. The point is that he 
will not impose his own values on his pa- 
tients. He might indicate, for example, not 
what is in his patient’s best interests, but 
what he believes is, thus acknowledging 
individual differences. 

I feel that group work, with its rapid, spon- 
taneous exchanges, naturally calls for more 
open involvement of the analyst than does 
individual analysis. For a long time the 
analyst is under watchful scrutiny by the 
group. Here they are motivated partly by 
healthy curiosity, partly by “shoulds” of 
health, normality or flawlessness, partly by 
vindictive needs and so on. Sooner or later 
the analyst’s own neurotic residuals will 
be brought out. The more maturely he 
deals with these, having acknowledged 
them, the better will he contribute to a 
more honest relationship. This does not 
mean that he should use the group to un- 
burden himself while overburdening his 
patients. When he shows awareness and 
acceptance of his own human frailities, his 
patients will tend less to expect the impos- 
sible of him and of themselves. Group 
work offers a strong stimulus to self-analysis, 
and, as one patient recently remarked, “You 
doctors can get as much out of this as we 
can.” Understandably, patients rationally 
expect their analyst to have worked through 
his problems to the point where he will 
not avoid close involvement with them, 
will not unconsciously discourage their ex- 
pression of their entire range of feelings 
toward him. The group analyst should feel 
strong enough to tolerate anxiety and occa- 
sional concentrated hostility. 

The more imaginative the group analyst 
is, the more ingenious, the more in touch 
with his intuitive powers and all his other 
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human resources, the more effectively will 
he be able to work with the many currents 
and cross-currents which are so typical of 
group. By conveying to his patients both 
verbally and nonverbally that he under- 
stands their suffering, hopelessness, anxiety 
and hostility, that he shares their joys and 
satisfactions and that he appreciates their 
gratitude and good -will, he will encourage 
them to deeper self-involvement. He must 
be especially aware of his own need to 
intellectualize, to operate as an analytic 
detective, or to appear infallible. When he 
accepts his patients for what they are, they 
will sense it and accept themselves more 
readily, paving the way for constructive 
change. There comes a time in analytic 
work, when having palpated his glorified 
self, the patient would “cast it out.” Here 
it is crucial for his doctor to accept even 
this part of him in order to help the patient 
to effect a kind of reconversion, perhaps 
more inclusive than only taking back the 
good from the bad. This reconversion is 
in the nature of a comprehensive metamor- 
phosis involving not a destructive but a 
constructive process and is based on a deep 
understanding of, and rational discontent 
with, the status quo. The doctor can be 
more accepting the more he is a human 
being as well as a technician. 

In group, much work via patient-patient 
relationships is usually done preliminary to 
intensive work on the patient-doctor rela- 
tionship. While there is less time and less 
continuity for each individual patient than 
in private analysis, there are processes at 
work which we are beginning to outline 
more clearly. These encourage insight 
through reinforcement, diffusion, multiple 
repetition through comparison. Of particu- 


lar interest is the entire field of intuitive 
grasp wherein a patient gains enrichment 
in a less concrete, more nonverbal, feeling 
way. Uncovering one patient’s attitudes to- 
ward the analyst stimulates other patients, 
particularly those who know they are some- 
what similar in character structure, to work 
on their own attitudes in group and self- 
analytically. I have the impression that 
some patients who enter an already solidly 
integrated group are rather quickly encour- 
aged to express themselves about the ana- 
lyst too. Here the atmosphere of openness, 
such as develops after a longer period of 
being together through thick and thin, is 
conducive to self-expression. I observed this 
to be the case with some patients in indi- 
vidual analysis who then additionally came 
into group where attitudes toward me were 
being freely expressed. 

In conclusion, I would like to emphasize, 
that working through the patient-doctor 
relationship in group analysis will bear 
fruit. The analyst, an experienced person 
who is constantly there even in terms of 
physical presence—although patients come 
and go—is a steadying element. He takes 
everything about each patient seriously and 
steadfastly identifies constructiveness. It is 
he who in accepting all of his patient can 
finally help him, not to cut off or destroy 
his neurotic self, but to accept it in trans- 
muted form back into himself. A sound 
patient-doctor relationship is a basic ingre- 
dient of a solid group spirit. Forged in a 
group atmosphere of common goals, anxie- 
ties and satisfactions and conceived in mu- 
tual struggle, its fabric can provide a strong 
incentive and support for each patient 
member to face and understand his inner 
dividedness and so recover his real self. 


PATIENT-PATIENT RELATIONSHIPS 


Louis LANDMAN 


In the course of individual therapy a 
great deal of importance is placed on the 
doctor-patient relationship and on the pa- 
tient’s attitudes toward himself. Soon after 
we began our method’ of group therapy, 


using Dr. Horney’s theories and technique, 
it became evident that an additional re- 
lationship was present and was exerting its 
influence on the course of treatment. This 
is the patient-patient relationship, and we 
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consider it equal in importance to the pre- 
viously mentioned relationships. To be 
fully aware of how the analysis of a par- 
ticular individual is proceeding, it would 
be necessary to understand his relationship 
with each member of the group, in addi- 
tion to other factors not under discussion 
at this time. 

As the group begins to operate as an 
analytic medium, relationships between pa- 
tients begin to form. It is necessary for the 
analyst to be aware of these relationships 
and of their character in order to under- 
stand and play his part in the emergence, 
clarification and identification of neurotic 
trends. A patient may be involved in several 
relationships at the same time; he may be 
competitive, vindictive and destructive 
toward one person, while appeasing another 
in a bid for protection, help and admira- 
tion. The two opposite attitudes may be 
expressed in the same breath. He may 
launch a vindictive attack on one person, 
and turn with a smile to another for agree- 
ment and support. All relationships do not 
actively affect the analytic process all the 
time. However, with the ebb and flow of 
continuing long-term analysis, every re- 
lationship will ultimately take the center 
of the floor. Some relationships in the 
group are more active, more fraught with 
conflict, and hence more frequently in the 
open. A relationship may change abruptly 
from a hostile one to a passive, friendly, 
self-abnegating one. When the factors that 
influenced this change in the relationship 
come into awareness, valuable insights may 
follow. On the other hand, some relation- 
ships, such as that between two resigned 
patients, take the spotlight infrequently. 

It is important that the relationships be- 
tween patients be constantly analyzed. 
Hostile, or even unfriendly, relationships 
between patients—for example, those due 
to externalization of repressed attitudes— 
can disrupt the cohesiveness of the group 
and result in bickering that interferes with 
the topic under discussion. For example, 
Dave is an expansive individual with many 
vindictive attitudes. Bill is self-effacing on 
the surface, with his expansiveness repressed 
and held in contempt. However, his ex- 


pansiveness is poorly repressed at this time 
and in active conflict with his self-efface- 
ment. As a result, Bill constantly external- 
izes his contempt for his own expansive- 
ness onto Dave. When Dave voices his opin- 
ions and ideas in his loquacious, ebullient 
manner, Bill will compulsively argue, con- 
tradict and minimize. Dave will retaliate 
vindictively and the trend of the discussion 
will be temporarily lost. This example also 
indicates another, very important point. 
Analysis of interpersonal conflicts will lead 
us to the intrapsychic conflict. Bill learns 
how he rejects Dave’s expansiveness and 
this can be used to help him see how he 
feels about his own expansiveness. Group 
relationships furnish a valuable method for 
forming comparisons that enable us to high- 
light what goes on intrapsychically. 
Unanalyzed, hostile interpatient relation- 
ships may have a constraining, inhibiting 
affect on the analytic work. In individual 
therapy the patient is concerned with ex- 
posing himself and his problems to him- 
self and the analyst, and must analyze his 
fears of criticism and frankness which he 
externalizes onto the analyst. In group 
therapy the patient has to contend with 
his own problems concerning criticism, ex- 
posure, and frankness, which he may ex- 
ternalize onto the analyst or any member 
of the group. In addition, he may be faced 
with a group opportunity to be assaultive. 
Sensing this state of affairs, the first patient 
will understandably be unwilling to bring 
his problems up for discussion. Evidence of 
the inhibiting effect of a relationship can 
often be seen when a patient is absent from 
a session. Then it may be noticed that 
another patient becomes active, only to sub- 
side again when the absentee returns. When 
this behavior is brought into the open and 
discussed and analyzed, valuable under- 
standings emerge. With new understandings 
come more frankness, more spontaneity, 
and an improved relationship. 
For example, Tom says, “Iris looks down 
her nose at me and treats me like dirt. I’ve 
left her alone and haven’t hit back at her, 
but I’m mad now and I’m going to let her 
have it every chance I get.” To which Iris 
answers, “You think you've left me alone!! 
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You've attacked me many times and I 
decided to ignore you and not say any- 
thing that could possibly get you started. 
But I'm not going to do that any more; 
you'll get as good as you give me, and more 
besides!” Later, Iris said that Tom was the 
sort of person she was afraid of and always 
avoided; his angers and his crudeness were 
just too distasteful for her. 

In this example we see two patients 
whose hostility for each other had an in- 
hibiting effect on them. They came to see 
that Iris was externalizing her despised 
self onto Tom, and rejecting it and him, 
and treating him with contempt. Tom was 
externalizing his prideful self onto Iris. As 
a result their relationship with each other 
slowly improved. 

In individual analysis we have long since 
moved away from the idea that a positive 
relationship is “good” for the analysis and 
a hostile one “bad.” All attitudes the pa- 
tient shows toward the analyst can furnish 
valuable material for analysis. The same 
thinking, I believe, must be carried over to 
group analysis in the patient-to-patient re- 
lationships. In group work, hostile relation- 
ships are formed, but we do not consider 
them “bad” for the analysis; rather it is 
important to bring them into the open and 
analyze them. There is a tendency for the 
group to deprecate hostile relationships 
that develop, to try to patch them up, or to 
keep them from being expressed. It is the 
function of the analyst to bring the hostile 
feelings out into the open, so they can be 
clearly seen by the patients involved, and 
to analyze the hostility, if possible, before 
it becomes a disruptive force to the group. 

For example, Doris is aloof and self- 
righteous, feels superior to other members 
of the group, prizes her even, unemotional 
responses to any comment or criticism, and 
treats them with hostility and contempt. 
These attitudes evoke considerable hostility 
from some members of the group. Doris is 
unaware of her own hostility and is unable 
to deal effectively with hostility coming 
from outside. For the purpose of analysis 
and the cohesiveness of the group, it is 
necessary that the group’s hostility to Doris 
come out into the open, and that Doris 
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become aware of what she is doing to evoke 
it, and of her own hostility to members of 
the group. It becomes the task of the 
analyst to bring into the open expressions 
of hostility from Doris which she considers 
unladylike, and to soften the display of 
animosity from members of the group, lest 
it overwhelm her. 

Similarly, “positive” relationships de- 
velop between patients in which we see 
friendliness, support and encouragement. 
In group analysis, as in individual analysis, 
we must always ask, “What is being en- 
couraged? What is being supported?” The 
timing of this question is important be- 
cause a “friendly” relationship often en- 
ables a patient to enter more fully into 
group work and bring forth material for 
analysis that he might otherwise keep to 
himself. 

The most repressed patient feels en- 
couraged to elaborate when he sees another 
patient nod approvingly while he speaks. 
Sometimes a patient apparently will be 
finished speaking, only to resume and go 
deeper into the subject after another pa- 
tient has remembered a similar experience 
or otherwise expressed approval. Question- 
ing the relationship too soon may result in 
withdrawing support from a neurotic at- 
titude before it is clearly brought into the 
open. For example, Harry has many re- 
bellious, aggressive attitudes which he is 
fearful of exposing. Edward also fears his 
own aggressiveness, and represses it. When- 
ever Harry describes a rebellious attitude, 
Edward will side with him, agree with him, 
and defend him if necessary from criticism 
by another member. When Edward hesi- 
tantly allows a rebellious attitude to emerge, 
Harry will encourage him and support him. 
This is a mutual defense pact that is neces- 
sary to enable these people to bring aggres- 
sive material into the analysis. If someone 
comments on the pact, or anything occurs 
to interfere with it, Harry has great dif- 
ficulty in expressing himself in the group. 

It should be emphasized that a relation- 
ship between two patients will not simply 
be “friendly” or “unfriendly.” There are 
many cross currents. For example, two pa- 
tients will reinforce and encourage each 


A SYMPOSIUM 


other when rebellious trends are under dis- 
cussion, and disagree and argue when ex- 
ploitiveness comes up. A patient will look 
to another for an expected display of sup- 
port and be surprised to find a complete 
lack of interest or even misunderstanding. 
On the other hand, a patient sometimes will 
find agreement and encouragement from 
another with whom previously he believed 
he had nothing in common. The emergence 
of these cross currents can be valuable for 
the formation of healthy, interpersonal re- 
lationships. Patients begin to see that they 
can work with and be helped by people 
they previously had disagreed with. The 
next step is for them to see that they can be 
different from another person and yet have 
many things in common. Real progress is 
made when they begin to respect each 
other’s differences of opinion in addition to 
liking their similarities. 

There is one type of interpatient re- 
lationship that is harmful to group analysis 
and to the individuals concerned. I am 
referring to the hidden, unanalyzed re- 
lationships that form outside the analytic 
session and are not witnessed by the analyst. 
These extra-analytical relationships may be 
brought up for analysis tardily or not at all. 
The after-session, where patients meet to 


have coffee and rehash the hour, is where 
the extra-analytic relationships form. The 
after-sessions have the positive value of 
encouraging group spirit and loyalty. Often 
it is in the after-session that a patient first 
feels free to reveal attitudes and memories, 
and is emboldened to bring them into the 
analysis. However, I have learned that 
“friendly” and “hostile” relationships 
formed in the after-sessions can have a 
harmful effect if kept out of the analysis, 
and the analyst must be constantly alert to 
the possibility of their existence. Patients 
may consider it disloyal to repeat disagree- 
ments and arguments when back in group 
analysis, but occasionally a casual hint will 
be dropped by one of them, or a reference 
will be made to a silent relationship. Any 
such clue should be actively followed up 
by the analyst. It is in the early stages of 
the group that this is most important. 
After the group has worked together for 
a considerable period it usually learns the 
advantage of bringing material back into 
the session. 

The importance of interpatient relation- 
ships to the analytic work cannot be over- 
emphasized, and constant analysis of these 
relationships is essential to the effective- 
ness of group analysis. 


CONSTRUCTIVE FORCES IN GROUP PSYCHOANALYSIS 


SipNEY ROSE 


All therapy is dependent on innate 
healthy forces. How these forces are mobi- 
lized will vary with the therapeutic ap- 
proach. In group psychoanalysis they are 
tapped in a different manner because of 
the nature of the group situation. 

The need to belong and the capacity to 
participate in a group is in keeping with 
the nature of man. From birth on, he is a 
part of many groups which influence him 
and mold his personality. Each individual 
has the capacity to experience himself as 
part of the superindividual whole, such as 
family, or a social, religious or political 
group. There is a need in such groups to 
cooperate, to share, and to conform. This 
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is what Angyal? calls the trend to ho- 
monomy. In the process of participating 
each one develops a feeling of belonging 
and a feeling of individuality. 

The healthy individual is flexible and 
able to participate in many different groups 
because his identification as a group mem- 
ber does not supersede his feeling for him- 
self as a human being. He has an uncon- 
scious conviction that he has a place in this 
world with a feeling of “we-ness.” This can 
develop only where the early family cli- 
mate is one of warmth and respect. Where 
adverse conditions prevail this feeling of 
belonging is lacking and the individual 
feels “isolated and helpless in a world 


r 

| 


GROUP PSYCHOANALYSIS 


conceived of as potentially hostile.” Horney 
calls this “basic anxiety.” Such individuals 
are often driven to secure an identity and 
a feeling of belonging through a compul- 
sive membership in some real or imagined 
grouping. 

Our culture has become so involved and 
complex, it has so many groupings and 
subgroupings that it is difficult for an indi- 
vidual to identify himself as part of any 
group. From group to group his function, 
role, and status differ, and constant func- 
tioning on different levels tends to frag- 
ment the personality and deprive the indi- 
vidual of a feeling of wholeness. Further 
difficulties come from the fact that the re- 
quirements, standards and values of each 
group differ. The size of the group makes 
it difficult for each one to envisage or to 
experience more than a small segment of 
each group. All this serves to reinforce the 
anxiety of modern man, because in so far 
as he is part of so many different systems 
there is a constant frustration of his inner 
need to belong. 

In identifying himself with a group the 
individual attempts to integrate into it in 
order to satisfy the need to belong. In do- 
ing so he conforms to implicit and explicit 
group pressures. What actually happens de- 
pends on the nature of the group, its ideals 
and purpose, its organization and means of 
communication, and the character of its 
leaders and members. 

In group psychoanalysis he is also sub- 
ject to the silent pressures of the group 
atmosphere. Since the purpose of group 
analysis is to free the individual from his 
neurotic bonds, so that growth and develop- 
ment can be resumed, an atmosphere most 
conducive to such a purpose must be en- 
couraged and developed. Such an atmos- 
phere is one of warmth and tolerance, mu- 
tual acceptance and respect. It goes without 
saying that such an atmosphere can be 
sustained only by an analyst in whom such 
values are part of a living philosophy. In 
such an atmosphere it is possible to tap 
the common constructive core of each indi- 
vidual. 

All human groupings depend on some 
common bond. The analytical therapy 
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group is unlike any group the individual 
has ever known. Its purpose is to further 
the growth and development of each mem- 
ber. In this respect it most closely resembles 
the family group and acquires the same 
warm, accepting atmosphere. When func- 
tionally well, this common purpose unifies 
and integrates the group. In most groups, 
integration takes place about some specific 
task with some intended action, and suc- 
cessful joint action helps produce the feel- 
ing of unity. In group analysis, there is no 
such concrete task, and the feeling of be- 
longing is based on the common project of 
working through personal difficulties. The 
very personal nature of group analysis, with 
the frequent surfacing of destructive con- 
flict, makes such integration difficult, but 
at the same time much more meaningful 
since it is then based on common sharing 
of a wide range of emotional experience 
which is close to the core of the personality. 
Successful group functioning gradually 
brings about this feeling of belonging, and 
a group spirit. 

It is the group spirit and feeling of be- 
longing that give the group its stability 
and continuity. They are always in the 
background and permit a familiar, com- 
fortable, relaxed feeling of acceptance, 
which comes about as the group grows 
and develops a history, as each one comes 
to know the others in a way he never knew 
people before. This spirit grows as each 
one reveals himself and is not rejected, as 
neurotic and healthy frictions are resolved. 
Each constructive living experience in the 
group leaves its “deposit in the bank of 
good will” and adds to the group morale. 
Since the involvements are on such a per- 
sonal level, development is not smooth or 
consistent but, as neurotic frictions are 
resolved, leads to a deeper and more 
meaningful group relatedness. There comes 
an awareness that others have problems, 
sometimes more urgent than one’s own, 
and that the group time must be shared. 

The group spirit shows itself in the 
interest, eagerness and enthusiasm of the 
group members. It remains with the group 
as they leave and have their spontaneous, 
post-session meetings. It shows in their 
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feelings toward new members and about 
those who have left. Group spirit is based 
on feelings of cooperativeness, mutuality, 
reciprocity and self-respect, and a mini- 
mum of feelings of superiority or inferior- 
ity. 

A common comment among patients in 
group analysis is that they have changed 
in many ways but do not know how it 
came about. Group analysts have com- 
mented on such improvements and, again, 
the explanation is uncertain. There is 
little doubt that the warm atmosphere 
which comes about through the support 
and reinforcement of the constructive in 
each member plays an essential role in 
such changes. One does not hesitate to say 
that warm, accepting atmosphere in the 
home or classroom is essential, but how 
much more important it is as an essential 
requirement in all psychotherapy. 

The drive in each individual which 
makes group work possible is the need to 
belong. This is the group integrating force 
and tends to bring about feelings of be- 
longing and unity. To a large extent, the 
unity in group analysis is based initially on 
mutual feelings of weakness and commis- 
eration. Each one is accepted in the group 
because he has problems and difficulties in 
living and wants help. The neurotic pride 
system of some individuals is such that it is 
difficult for them to join and to participate 
in the group. For example, one individual 
looked down on the group with cynical dis- 
dain from his pedestal of intellectual 
strength. Each time he attempted to partici- 
pate he had to go against this pride, and as 
he was able to do so became more involved 
with the group. One day he could only begin 
to reveal his innermost feelings by turn- 
ing his back on the group and addressing 
his remarks to me. Slowly he turned from 
me to the group and, when through, ex- 
pressed his gratitude to them for listening 
to him. Not only did he feel a greater sense 
of belonging, but the group too was more 
cohesive since his capacity to do this was 
experienced as a group accomplishment. 

The early feeling of belonging, which 
is based to a large extent on morbid de- 
pendent elements, can relieve anxiety and 
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symptoms. Relief on this basis is not what 
we seek but it is useful in initiating the 
process and in encouraging self-exposure. 
By exposing himself an individual reveals 
the prejudices and irrational behavior 
which compel him to react to a whole in- 
dividual in terms of only a part. This has 
its disruptive effect on the group which is 
counter-balanced by the development of 
the healthy group spirit and the feeling of 
group unity. 

The group, then, initially tends to have 
a neurotic cohesiveness, which tends to be 
disrupted by irrational interreactions. 
Gradually a healthy cohesiveness results and 
finally a tendency toward a healthy dis- 
solution of the group as each outgrows his 
need for the group. Actually, the group 
process is a complex mixture of all the 
above, going on more or less at the same 
time. 

Although the group is made up of indi- 
viduals who differ widely in so many ways, 
feelings of group unity do develop. As a 
result of the group process, the members 
come to learn by experience the extent to 
which human beings are equal so far as 
their destiny and their feelings are con- 
cerned. For each individual in the group, 
the other members come to symbolize dif- 
ferent segments of humanity. Attitudes 
towards the young and old, the different 
sexes, the married and unmarried, the rich 
and poor, those of different cultural back- 
ground and those of different interests are 
brought to awareness, first in terms of 
another group member and then in terms 
of a general attitude toward all those be- 
longing in the same category. This con- 
tributes to the capacity to experience a 
sense of kinship with a wider whole and a 
sense of identify as a member of the human 
race and not a compulsive, exclusive iden- 
tity belonging to some special group. From 
this he then can see himself and others as 
separate, distinct, unique entities. The 
unity with others paves the way for the 
feeling of diversity. Integration of the 
group precedes differentiation of the mem- 
bers. 

In the analytical therapy group, where 
constructive unity is gradually being de- 
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veloped, there are many facets to this con- 
structive process: 

1. The factor of support and mutual 
help. There is the opportunity to learn the 
meaning of giving and receiving under- 
standing and help. It is a warming ex- 
perience to see the group response to an 
individual who has had difficulty in talking 
when he does finally make the attempt, or 
to see the response when someone has 
made progress. 

Help from other group members comes 
not only from support but also from intui- 
tive insights by group members. 

2. The educational value of learning 
about others, even though it may be on an 
intellectual level. A person may learn when 
and how individuals are overreacting be- 
cause of their inner conflicts, and be less 
likely to take it personally. 

g- The capacity to empathize. It is this 
capacity which enables us to understand 
other human beings and be involved in a 
book or a play. Witnessing the dramas and 
conflicts that occur in the group, hearing 
problems of others, awakens awareness of 
similar problems and feelings in oneself; 
“I feel just like that.” Watching others 
struggle toward more healthy solutions may 
open the way to healthy alternatives in 
oneself. Self-analysis is greatly encouraged. 

4. The fact that whatever a person does 
he is not blamed or rejected by the group, 
although what he says or does may be un- 
dersirable. For example, an individual who 
is silent and is not rejected because he is 
silent can benefit from being the observer 
until he can chance further involvement. 
The group acceptance of him allows him 
to proceed at his own pace. 

5. The deep and varied emotional in- 
volvement which the group encourages. 
There are frequent clashes of pride, hurt 
feelings, vindictive reactions, etc. These 
are real emotional experiences for an indi- 
vidual, which may point the way specifically 
and concretely to what pride was hurt, not 
just intellectual awareness that he is sensi- 
tive and has certain prides. 

6. The different aspects of an individual’s 
personality which are brought to the fore- 
ground by the variety of people and situa- 
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tions he is subject to in the group. This 
constant stimulation from the outside may 
be considered a disadvantage since too much 
initiative comes from the outside, but it 
does have its benefits in provoking feelings 
that otherwise might have remained dor- 
mant. Because of this factor the group can 
break through blockages that occur in indi- 
vidual analysis. One individual who had 
had three years of individual analysis with 
two other analysts and myself began to 
progress when placed in a group. He had 
experienced the analyst as a coercive au- 
thority figure before whom he had to per- 
form well in order to avoid his self-con- 
tempt. As a result he merely reported 
events. Remaining involved on this limited 
level blocked further progress. In the group 
he continued for a time to experience 
coercion from the analyst but he was drawn 
into interaction and conflict with the other 
group members. He began to intimidate 
and cow others the way he was cowed by 
the analyst. This was repeatedly brought to 
his attention and his analysis began to 
move. Other analysts have reported similar 
experiences. 

7. The group responses to an individual 
member tell him how they experience what 
he says and does. There are many witnesses 
and he can’t easily dismiss a unanimous 
opinion. The “feed-back” from many indi- 
viduals gives him the chance to see himself 
as others see him. This gives him the op- 
portunity to evaluate an experience while 
it is fresh and almost in the very act of ex- 
periencing. For example, one individual in 
the group under the guise of being helpful 
tried to show how smart and intuitive he 
was. He was informed by the group that 
he was callous and cruel which threw him 
into conflict. He was not, however, re- 
jected by the group. 

8. The opportunity to compare how one 
experiences people and situations in the 
group with the way other group members 
experience the same situations. Wide dif- 
ferences open the way for self-questioning. 
This is of particular value when the various 
group members compare the way in which 
they experience the analyst. 

g. The richness of the group situation 
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which permits the analyst a wide choice of 
paths to follow at any moment. He is 
limited only by his ingenuity in maintain- 
ing group functioning at an optimum level. 
He is always confronted with an unlimited 
number of roads to follow. 

Other constructive aspects of the group 
situation that should at least be mentioned 
are the humor and the awakening of the 
capacity to wonder and speculate about life. 


In joining the group analytical situation 
the individual is given the opportunity to 
discover his irrational needs, their nature 
and intensity, and through the interper- 
sonal interreactions of attraction and re- 
pulsion, comes to experience the intrapsy- 
chic conflicts behind these reactions. This 
is possible because of the background of 
group acceptance. The extent to which he 


can make use of the group situation for 
constructive purposes will vary considerably 
but he is being exposed to a situation where 
he can do something on his own, in his 
own way, at his own pace. 

The group is most promising in that it 
quickly taps constructive forces in each 
individual. It rejects the idealized identi- 
ties, encourages their recognition by each 
member and enables the substitution of 
the human for the idealized self through 
group acceptance. 
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SOME RETARDING FORCES IN GROUP PSYCHOANALYSIS 
Louis E. DERosits 


A retarding force in analytic therapy is 
any process arising during the group ses- 
sion whose operation impedes the progress 
of the group. Progress refers to the move- 
ment of the group in the direction of self- 
realization. Generally stated, the whole 
neurosis is a retarding force. However, we 
utilize the term also for specific processes 
which arise as the group undergoes internal 
change. It is determined by the neurotic 
process operating in the group that retard- 
ing forces will be generated and are, there- 
fore, unavoidable. If the therapy is to pro- 
gress they must be dealt with as soon as 
they appear, in whatever guise they present 
themselves. This discussion will not con- 
cern the techniques for handling the prob- 
lem. I am limiting it to a presentation of 
some retarding forces which appear to arise 
commonly in group therapy, using the 
Horney theory. 

First, it is the analyst’s task to identify 
the retarding force and to locate it in the 
general continuum, that is, to discover its 
connections and how it works to foster the 
neurosis. Secondly, the analyst has the task 
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of bringing it to the attention ot the group. 
Thirdly, the analyst should help the mem- 
bers to engage in a meaningful manner 
with it, so as to encourage both healthy new 
growth and to undermine other neurotic 
processes. 

In addition, when retarding forces ap- 
pear they should be assessed in terms of 
how they are currently relating to the func- 
tioning of the various members. What may 
be a valuable inroad on a retarding force 
for one patient may have the reverse effect 
for another. In this connection, we should 
observe whether it causes the others to join 
in with it and, if so, in what manner. Does 
it then cause a forwarding of the neurotic 
process? Does it cause the group to realign 
itself? For example, does it cause a loss of 
interest in the analytic process? Or an 
intensification of neurotic feelings of self- 
justification, rationalizing, externalizing? 
Does it cause greater feelings of “belong- 
ing,” with whatever that may mean to the 
various members? Does it raise the level of 
conflictual anxiety beyond tolerance levels? 
Does it produce outcomes which further, 
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inadvertently or otherwise, the process 
of undermining the current obstructive 
process? 

How may we identify retarding forces as 
they appear on the scene? There are cer- 
tain processes which are quickly spotted by 
the group. These occur in connection with 
latenesses, absences, carrying on all sorts of 
activities in the session such as eating or 
showing pictures. In short, the blockages 
that occur in connection with “acting out” 
make themselves quickly apparent both to 
the analyst and to the members. 

However, there are occasions when the 
specific blockage is not so readily identified. 
There may be a long interval between its 
onset and its final exposure. One method 
which helps to call attention to the exist- 
ence of some new retarding process occurs 
in connection with very broad movements 
occurring in the group situation. These 
movements describe phenomena which arise 
in connection with the way the group re- 
lates to itself, moving together or moving 
apart, cohesion or fragmentation. If the 
group is effectively working at its growth 
it will show evidences of coming closer to 
itself. This is a slow process of healthy 
growth. It is not to be confused with the 
great bursts of togetherness which occur on 
the basis of a compulsive belonging. The 
former process is the outcome of the com- 
mon struggle which is producing a mean- 
ingful addition to the process of self, as 
well as communal, realization. It is a pulse 
on which the analyst naturally keeps his 
fingers all the time. Between this pulse and 
the other—the compulsive togetherness— 
we have a continuous expression of an im- 
portant aspect of the group’s moving. The 
other major activity is desirable in terms 
of fragmentation. The group moves apart 
for neurotic reasons as well as for healthy 
ones. 

In time, the analyst, having this feeling 
of the group’s position, will realize ever 
more quickly that something is arising and 
will be prepared to spot some new retard- 
ing element on the scene. A good deal later 
the group members themselves will get on 
to these nascent forces and express them 
with increasing frequency. 
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To illustrate, one group which ordinarily 
begins its session with a few minutes of 
greeting among the members, found itself 
continuing the pleasantries somewhat be- 
yond the usual period. It began to have the 
external appearance of a cocktail party, 
where there are many sub-groups. This indi- 
cated that the general tendency was toward 
fragmentation. 

Before much more time had elapsed a 
member called out that “we were not get- 
ting anywhere.” This patient, characteristi- 
cally, moved the group to operate as a co- 
hesive unit. Her remark failed to produce 
the wanted result. The group continued to 
remain divided. Then she turned to me 
with an order: “When are you going to get 
something going?” The remark had many 
possibilities. It had a legitimate component, 
since the analyst is the responsible author- 
ity. In addition, it contained an appeal to 
the strong authoritarian figure. It appealed 
to the others on the basis of “join me in an 
attack on the analyst, who is so inefh- 
cient.” She was out to get the group 
herded together by one means or another. 

In spite of these strong appeals the group 
lent her no support. It was as if her re- 
marks had fallen on deaf ears. The group 
was out to stay divided. The spokesman had 
to resort to a more extreme solution. She 
withdrew for a glass of water. She had been 
merely putting into operation her particu- 
lar need, which bore little relation to what 
the remainder of the group was attempting. 

During the previous session there had 
been generated a good deal of anxiety as to 
the outcome of a clash between two mem- 
bers who had gotten caught in an attempt 
to wrest concessions from the other. They 
had come to an impasse, since the entire 
exchange was based on compulsively actu- 
ated needs on both sides. The impasse had 
been intolerable to some; to others the 
proximity of the struggle engendered an 
even greater difficulty. It was generally be- 
ing dealt with by keeping the group frag- 
mented. The group having had ample op- 
portunity to experience what has been de- 
scribed, I called it to their attention. The 
procedure was adequate to capture their in- 
terest. It resulted in some curiosity about 
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their feelings toward the previous hour and 
ultimately led them to contact, with more 
depth, the compulsive quality of the strug- 
gle between the two members, and their 
own attempt to keep the general anxiety 
level down through fragmentation. This 
example illustrates how the group was 
helped to experience its attempt at keeping 
something out of awareness. 

Another retarding force which occurs at 
times of high-level anxiety is cohesion 
through helplessness. Here the self-effacing 
members band together by using a guilt- 
producing material. This fault-finding may 
be directed toward a particular member 
who has presented himself in a very vulner- 
able position, such as the analyst, or the 
“culture,” or some current health-fad. If 
they are successful, whatever had been 
brought up will, by coming too close to 
undermining the anxiety tolerance level, 
be safely lost in the general tirade. 

These occasions may be followed by 
silences, or by turning to the analyst for 
agreement and affirmation, or for blind 
reassurance, depending whether the group 
is filled with feelings of hostility or helpless- 
ness. If it is ultimately reduced to feeling 
helpless, it turns with a sense of well-earned 
justification to the doctor for “the word.” 
The silence, in this case is a sign, to quote 
one of them, of being “very attentive and 
patient while you (the analyst) are think- 
ing.” This is the signal for everyone to 
settle back into a state of happy, childlike 
anticipation. Once a group ended the ses- 
sion on this note with the friendly admoni- 
tion that they wanted an answer next week. 
Dispersal also can occur in a more subtle 
form. This mode of fragmentation seems 
to have the group together, but close obser- 
vation reveals that the quality of their pro- 
ductions is noninvolving. The material is 
distilled out of the intellect and shows little 
meaningful, correlative quality. Each one 
has gone off into his own corner and from 
it each one makes a contribution. Not only 
does the analyst have, then, eight or more 
separate streams, which in itself is a prob- 
lem, but they can become extremely sterile 
in their content and meaning. The motto 
seems to be “let us disperse and sterilize for 
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the sake of cover.” This occurs in two gen- 
eral modes, either simultaneously, which is 
more easily spotted, or in rapid succession, 
which is not so readily recognized as diver- 
sionary. The latter is a more effective re- 
tardant because the analyst may be taken in, 
perhaps by his seeking continuity, and be- 
fore he can integrate one factor he seem- 
ingly has another and another. The more 
quickly the analyst can sense bewilderment, 
the more quickly will he discover what the 
group is out for. 

More pernicious forms of fragmentation 
for the sake of providing retarding forces 
are those that generate out of extra-group 
alliances. We refer to more permanent and 
persistent groupings which spring into ac- 
tion at certain times. These groupings have 
many dynamic meanings. But they operate 
as retarding forces if they appear when 
there is a piece of work going on which is 
of a peculiarly threatening content. 

One example concerns a young woman 
who dared to mention a fantasy. This was 
made possible because of work the group 
had started in the direction of undermin- 
ing the solution of externalization. The 
patient, an exceedingly withdrawn, self- 
contained, shut-in girl with enormous self- 
despising tendencies, experienced the situa- 
tion as one safe enough to afford her the 
opportunity to place herself on the stage. 
On telling her fantasy, two other patients, 
respectively expansive and self-effacing in 
self-presentation, joined together in praise 
of her “at last coming out of her shell.” On 
the surface, this was taken as an affirmative 
entry on their part, but what became 
quickly apparent to the other members 
was that by so doing they (the alliance) 
had taken the stage away from the fantasy 
In other words, they discovered the opera. 
tion of the alliance which had almost 
nipped the shut-in one’s coming out. We 
still do not know what motivated the alli- 
ance’s excessive display of praise. But the 
group’s spotting it permitted the patient 
to continue with her contribution as far 
as her new position would permit her. 

Because of the nature of the group situa- 
tion and the existence of the process of 
alienation, there is another method by 
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which means the group is diverted at cer- 
tain times and especially at the beginning 
of its life. The expansive patient, because 
he is generally better able to express him- 
self, is bound to have an immediate effect 
on the group as compared with patients 
with other orientations. This is especially 
so if the aggressive one is also very intellec- 
tually oriented, with a component of per- 
fectionism and of arrogance. The arrogance 
is mistaken by the group for wisdom, the 
perfectionism for thoroughness, and the 
aggressiveness for “constructive productive 
capacity.” Since we want to give any ves- 
tige of the constructive a chance, we want 
to be as circumspect as the surgeon taking 


out a tumor plastered on a vital organ.. 


The arrogant-aggressive patient has no 
such wish in mind, but having established 
himself in the group, he then comes to the 
fore whenever “the flock is suffering from 
misguidance,” to quote one patient. At 
these times the group is caught in some ex- 
perience fraught with anxiety, but even be- 
fore it has reached its tolerance level the 
“assistant analyst” steps in in order to “allay 
the suffering.” His appeal is a very power- 
ful one since it works through omnipotence 
and/or omniscience. He is in all accu- 
racy a resourceful person, so he provides 
them with quick solutions. “Your boss 
doesn’t like you? Well, change your job.” 
“Having a hard time with your wife? It is 
obvious you have married the wrong girl. 
Do what I did, get a divorce.” 

When the anxiety level in the group is 
high, he will be more helpful by inviting 
the group to his apartment for extra ses- 
sions, or propose this procedure while the 
doctor is on vacation. It is clear that if left 
to his own devices he would soon sterilize 
the group’s venture into anxiety by herding 
it along the ways of his brand of safety. 

It is only because the expansive indi- 
vidual tends to be more self-insertive that 
what he says or does carries more weight, 
but it is not only this orientation which has 
a diversionary effect on anxiety through 
the setting into operation of quick solu- 
tions. All the orientations use “rationality,” 
“normality,” “generality,” for raising the 
threshold of anxiety. They are all designed 
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to keep the group exchange at a shallow 
level. The resigned members will say, “For- 
get it, there is nothing worth getting that 
excited about.” The self-effacing ones allevi- 
ate anxiety with the underplay, “My good- 
ness, how you do exaggerate!” The not-so- 
intrusive expansive patient comes in with 
an appeal to greater efficiency with the re- 
quest to “get to the point” or “are you try- 
ing to complicate things?” 

The over-all effect may in time translate 
itself into a discourse on a very trivial or 
literal level, so that the anxiety-provoking 
matter is safely disposed of. 

Another phenomenon which occurs after 
the group is fairly well established is a 
blockage complex which uses, at bottom, 
the mechanisms of compartmentalization, 
vagueness, confusion and elusiveness. The 
group finds itself caught in some clearly 
unresolvable conflict and, before long, the 
discussion turns into an interest in intuitive 
processes or creativity. Further searching 
reveals that what they are out for is a kind 
of emotional anarchy and an appeal for ir- 
rationality. They place causes and effects 
in separate compartments on the ground 
that linking them only impedes freedom to 
move about at will. Vagueness is a good 
antidote for definiteness because definite- 
ness causes stagnation of the imagination. 

If attention is drawn to the field of con- 
flict they may remind you that it is only 
evidence of a rich, many colored personality 
which permits the coexistence of diverse 
elements and this, in turn, will permit un- 
heard-of possibilities to occur. 

To summarize, some retarding processes 
we have described are: 1) Cohesion, 2) Frag- 
mentation, 3) Intra-group alliances, 4) The 
“assistant analyst” operating as helper in 
and out of sessions, 5) Evasiveness and lit- 
eral-mindedness, coupled with the reporting 
attitude, leading to shallowness, 6) The ap- 
peal to externalizing and the generation of 
friendly feelings on the basis of neurotically 
determined associations, 7) The use of com- 
partmentalization, elusiveness, and vague- 
ness, in order to mask conflict and anxiety. 
And, finally, an entrenchment of these solu- 
tions by glorification and vagueness into 
precreative and intuitive states. 
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THE USE OF OBSCENE WORDS | 
IN THE THERAPEUTIC RELATIONSHIP 


Marvin J. FELDMAN 


Wet in the least discounting the 
.¥ brilliance of some of the initial psy- 
choanalytic insights into personality dynam- 
ics, I believe that many of the early for- 
mulations of the therapeutic process were 
limited by a restricted interpretation of the 
transference phenomena. Transference has 
been and remains a basic concept in ex- 
plaining the process of psychoanalytic ther- 
apy. As originally stated, however, the con- 
cept referred more strictly to the transfer- 
ence of infantile attitudes toward parents 
onto the therapist. The projection of these 
childhood attitudes in an unmodified form 
was thought to be a product of the analytic 
procedure. The personality of the therapist 
was considered of little consequence in de- 
termining the nature of the therapeutic 
relationship. It was left to the analysts of 
more modern schools to recognize that im- 
portant factors other than attitudes learned 
in childhood will affect the therapeutic 
relationship. These analysts recognized ex- 
plicity that therapy itself presents a unique 
social situation which bears upon the very 
process of therapy. Also at present there is 
general recognition that the particular per- 
sonality structure, as well as the specific 
activities of the therapist, play an important 
role in determining the patient's percep- 
tions and projections in therapy. 

The writer believes that many of the 
early psychoanalytic insights could be fruit- 
fully reexamined, particularly in the light 
of Sullivan’s notions of the interpérsonal 
aspects of the patient-therapist relationship. 
In this vein the following essay attempts to 


reformulate Ferenczi’s ideas about the role 
of obscene words in therapy. : 

Ferenczi? stated some provocative ideas 
on this subject. He was struck by the fact 
that patients could often talk about seem- 
ingly emotional experiences. without dis- 
playing signs of disturbance. In these cases, 
the affective feelings of the patient seemed 
to be divorced from the words used to de- 
scribe the experience. Ferenczi found, how- 
ever, that the full impact of an experience 
could often be recaptured by the use of 
“obscene” words related to the patient's 
childhood experience. The use of obscene 
words produced intense emotion where 
previously the patient could discuss the 
same experience calmly. For example, for 
one of his patients to talk about flatus was 
not disturbing; to mention its obscene 
counterpart was. According to Ferenczi, a 
full understanding of the patient’s conflicts 
could only be obtained by working through 
the emotional loading of certain obscene 
words. In his words, “an obscene word has 
a peculiar power of compelling the hearer 
to imagine the object it denotes, the sexual 
organ or function in substantial actuality 
. . - Delicate allusions to sexual processes 
and scientific or foreign designations for 
them do not have this affect or at least 
do not to the same extent as the words 
taken from the original popular erotic 
vocabulary of one’s mother tongue.” 
Further he states, “the intimate connection 
between obscenity and the parental con- 
flict was thus the strongest repressing force 
in both cases.” 


Dr. Feldman, B.S., M.A., Ph.D., is an Associate Professor of Clinical Psychology, University of 
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Thus, Ferenczi’s contribution was to 
emphasize that repressions not only reflect 
early sexual conflicts, but that the content 
of repressed ideas is couched in the same 
language, particularly the same sexual lan- 
guage, in which the conflicts were con- 
ceptualized. In therapy, the use of obscene 
words may facilitate progress by opening 
up areas of feeling in connection with re- 
pressed content. Ferenczi mentioned briefly 
the importance of the oedipal relationship 
in explaining the part played by obscene 
words in repression. He did not, however, 
explicity make the transition from parental 
to therapeutic relationships in explaining 
their role in therapy. Presumably, the affect 
bound up with them would be transferred 
from parents to therapist. Ferenczi, how- 
ever, seemed to imply that the utterance of 
certain obscene words by patients had equal 
affective tones in all situations. It would 
seem that he, like most theorists of his day, 
did not fully appreciate the unique social 
relationship that exists in therapy. Thus 
he emphasized the difficulty of expressing 
obscene words instead of the difficulty of 
expressing them in a specific interpersonal 
relationship. His observations about obscene 
words were extremely cogent, albeit limited. 
The writer believes that it is possible to 
obtain a much fuller understanding of the 
role they play in therapy. 


EMOTIONAL TONE OF OBSCENE Worps 


Let us first examine their development 
in childhood. They gain their emotional 
loading from particular interpersonal rela- 
tions between children and parents or 
other parent surrogates. These relationships 
are usually invested with authority and 
punitive undertones. Some words, particu- 
larly obscene words, spoken by a child in 
all or in specific contexts, result in either 
direct verbal or physical punishment or 
nonverbal indications of prohibition. Thus, 
through the disapproval of certain words 
by significant others, these words acquire 
emotional tones, particularly of shame and 
embarrassment. However, it seems impor- 
tant to recognize that the shame and em- 
barrassment associated with obscene words 
may only be elicited in particular inter- 
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personal relations or even in specific con- 
texts with the same individual. In other 
words, the affect attached to obscene words 
does not become generalized to all situa- 
tions. For example, where peer relations 
exist, an individual may be able to utter 
obscene words with impunity. Yet the 
“same” words said in the presence of an 
authority figure may evoke intense feelings 
of shame and embarrassment. The writer 
also had a patient who was unable to state 
the obscene counterpart of flatus. The 
therapist’s use of the word “fart” had a 
marked impact on the patient and led to 
many important associations about a trau- 
matic episode in his youth. However, the 
patient revealed that he was embarrassed 
to say this word only to certain people; in 
the presence of many other persons he 
could use it readily, without discomfort. 
This example is typical of similar findings 
with other patients. It would seem, there- 
fore, that the subjective meaning of ob- 
scene words is determined by the particular 
interpersonal context in which they are 
used. 

Our discussion of obscene words seems to 
have certain implications for therapy which 
are not apparent from Ferenczi’s original 
formulations. To make this position clear, 
let me first digress slightly to a considera- 
tion of the therapeutic role, and how and 
under what circumstances this role changes. 
In keeping with Sullivan’s main concepts of 
personality development, I believe that 
therapy is successful only when the ther- 
apist attains the status of a “significant 
other” in the perceptions of the patient. 
This means that the patient considers the 
therapist’s approval and disapproval to be 
very important. Thus in therapy the pa- 
tient can unlearn certain attitudes by dis- 
covering that at least one “significant 
other” does not fulfill certain expectations 
in responding to the patient’s discussion of 
conflict. The question arises as to how the 
therapist comes to take on this role of a 
“significant other.” In part, the role is 
ascribed to the therapist because of the pa- 
tient’s preconceived notions of the authority 
and importance of doctors. But in larger 
measure, the significance of the therapist to 
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the patient would seem to be governed by 
the specific activities and attitudes of the 
therapist which in turn affect the depth of 
the patient’s discussions of conflict. The 
further implication is that as the patient is 
enabled to discuss deeper conflicts in a 
more meaningful way, he has expectations 
of greater and greater disapproval by the 
therapist. Yet being able to talk about more 
conflictful material without the expecta- 
tions related to the material being fulfilled 
leads to the ascription of greater significance 
to the therapist. But it follows that under 
certain circumstances, the therapist may 
never achieve much significance for the 
patient. 


IMPORTANCE OF TIMING 


The timing of the use of obscene words 
may be important in this connection. When 
a therapist uses obscene words or encourages 
the patient to do so, in effect the patient is 
given permission to say “dirty things.” This 
procedure can’t help but influence the per- 
ceptions and projections of the patient. If 
done too early in the therapeutic process, 
the therapuetic relationship, among other 
possibilities, may be invested with peer 
qualities; the patient may find the use of 
obscene words relatively easy. Obscene 
words may be uttered with impunity and 
without affect. To the extent that these 
words are intimately related to deep con- 
flicts, important areas of communications 
may be only partially explored and without 
effect. In other words, even though the pa- 
tient uses obscene words in therapy, the 
affect bound up with them is not extin- 
guished. Thus the results of poor timing in 
the use of obscene words may be two-fold: 
significant areas of conflict may not be fully 
explored, and the use of obscene words in 
other significant relationships will still 
evoke affective states of shame and embar- 
rassment related to unresolved conflicts. 

The preceding analysis may be a special, 
albeit important, case of a more general 
principle operating in therapy. It was 
stated that the therapist must be perceived 
as a “significant other” for progress to oc- 
cur in therapy. Further, the patient must 
be enabled to project intense feelings of 
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both approval and disapproval related to 
deep-seated conflicts in order for the ther- 
apist to be perceived as increasingly signi- 
ficant. In the initial phases of therapy, if 
the therapist is overly concerned about 
making the patient realize that the situation 
is friendly and permissive, he may openly 
convey that therapy is a place where the 
patient will be neither punished nor dis- 
approved. It is the writer's opinion that 
there is a crucial difference between the 
patient’s being told that therapy is permis- 
sive and finding this out for himself. It 
would seem that the latter acts as a correc- 
tive to expectations to the contrary; the 
former tends to prevent the formation of 
expectations of disapproval. I also believe 
that the latter approach—letting the patient 
discover through the process that the ther- 
apist is an accepting, nonpunitive figure— 
builds up the significance of the therapist, 
while the former approach does not be- 
cause the patient doesn’t project strong ex- 
pectations of disapproval onto the therapist. 
Whenever the therapist goes out of his way 
initially to convey open approval, either by 
the use of obscene words or statements to 
the effect that “I like you,” “I will not 
punish you,” it can be expected that pa- 
tients may talk about areas of conflict 
without really tapping the affect related to 
these conflicts; the therapist will not be 
perceived as being too significant to the 
patient; and many projections and distor- 
tions potentially available will not be eli- 
cited and, hence, not resolved. 


“Unique Worps” 


The present analysis of obscene words 
also leads to another conclusion about the 
therapeutic process. Ferenczi emphasized 
the importance of the most common ob- 
scene words—that is, words related in the 
main to sexual and excremental functions. 
It would seem, however, that other words 
could undergo similar psychological de- 
velopment and acquire the same meaning 
as obscene words. It could be expected that 
such words could be unique for each indi- 
vidual. Like obscene words these unique 
words would have been imbued with in- 
tense feelings of shame and embarrassment 
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because of their connection with early con- 
flicts. In particular interpersonal contexts 
these unique words may be as difficult to 
repeat as any of the more common obscene 
words. Yet it would seem that in order to 
elicit the affective states and a fuller recol- 
lection of a given patient’s predominant 
conflicts, a therapist must be aware of the 
possibility of these unique words operating 
like obscene words. The following example 
may elucidate this point. In one patient 
the words “sissy” and “coward” aroused 
much affect, disturbance, and discomfort, 
but the words “shy” and “timid” evinced 
no such behavior. In addition, the former 
words opened up an area of feeling and 
experience in the patient’s early history 
which otherwise might have remained 
closed. For this patient the words “sissy” 
and “coward” were akin to obscenities. 
These particular words retained emotional 
undertones while “shy” and “timid” used 
in the same context were detached from 
early conflict experiences and remained de- 
void of affect. A similar finding was re- 
ported by Kleet? from a more systematic 
set of observations. 

Finally, it can be noted that the present 
discussion of obscene words seems to be 
intimately related to intellectual defenses 
against anxiety. Intellectualization is usually 
described as a divorcement of affect from 
content, so that a patient can describe the 
most horrendous experience with little 
show of emotion or apparent disturbance. 
The present discussion of obscene words 
and of unique words which function like 
them, seems to involve two important ex- 
amples of the process of intellectualization. 
If the present analysis is valid, it may also 
be articulated with the more general pro- 
cess of intellectualization. It would follow 
from what has been said that two condi- 
tions must be fulfilled for a patient to in- 
tellectualize successfully in therapy: the 
language used by the patient should depart 
from the language in which conflict was 
experienced, and the therapist must not be 
perceived as a “significant other.” The 
tendency of patients who use intellectual 
defenses to engage their therapists in argu- 
ments might be considered as one means of 
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preventing the therapist from becoming too 
significant. In order for the therapist to 
get behind a patient’s strong intellectual 
defenses, it would seem that the therapist 
must first be perceived as a fairly “signi- 
ficant other” and the patient must be en- 
couraged to express his conflicts in language 
originally associated with them. 


CONCLUSION 


In summary, it has been pointed out that 
Ferenczi’s insights into the nature of ob- 
scene words might be reconsidered and 
fruitfully expanded. A first refinement was 
to note that affect attached to obscene 
words is elicited in specific interpersonal 
contexts rather than as a general property 
of such words. From this initial statement 
it seemed to follow that the timing of the 
use of obscene words is important in ther- 
apy. If the affect attached to such words 
is to be elicited, it was suggested that the 
therapist must not use obscene words him- 
self or press the patient to use them too 
early in therapy. The therapist must first 
be perceived as a “significant other.” 

From this, a more general principle of 
therapy was stated, namely that the ther- 
apist should not explicitly tell a patient 
that all feelings and attitudes will be ac- 
cepted without question or that certain of 
the patient’s acts are condoned. To do so 
might prevent the therapist from being per- 
ceived as a “significant other.” 

Finally, the discussion of obscene words 
seems to be one aspect of a more general 
process of intellectualization. An under- 
standing of the nature of obscene words 
was believed to furnish some insight into 
the conditions for the patient’s maintain- 
ing intellectual defenses and for the ther- 
apist’s helping to break through them. 
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DIAGNOSING AND PROGNOSING 
IN PSYCHOANALYSIS 


Haroitp KELMAN 


IAGNOSIS and prognosis are terms car- 

ried over from physical medicine into 
psychoanalysis. Explaining their original 
and changing connotations may perhaps 
best be done through a brief historical sur- 
vey of the two disciplines. This will also 
afford a broader basis for arriving at pos- 
sible operational definitions for modern 
psychoanalysis. 

Scientific medicine, which began in the 
middle of the nineteenth century, started 
with its focus on pathology. Its interest 
was in expanding knowledge of disease for 
better diagnosis and prognosis, and with 
the hope of better therapy. Guided by 
the scientific methodology of the time, it 
naturally used causal thinking. It sought 
specific etiologies for which it later found 
specific therapies. It operated with the 
notions of symptoms, disease entities and 
cure. Eventually, normal physiology and 
biochemistry asserted their importance. 
With them came preventive medicine and, 
ultimately, a focus on the maintenance of 
health. Psychosomatic medicine began to 
develop and with it the notion of social,* 
as well as socialized, medicine. Physical 
medicine had moved from a focus on sick- 
ness in an individual to an interest in 
people as social beings—in short, to an 
awareness of the physical and psychological 


aspects of individuals in their environ- 


ments. 
More advanced thinkers in medicine 


have also become aware of the inadequacy 
of their concepts of disease entities, specific 
etiologies and specific therapies. This is 
reflected in the work on stress, particularly 
by Selye, who operates with the concept of 
the general adaptation syndrome. This 
begins to be a unitary process concept. 
Internists have also become more cautious 
about the notion of cure. They speak more 
in terms of relief of symptoms, ameliora- 
tion of disease processes and stabilization 
at a level. They are aware that the effects 
of medications—such as ACTH and corti- 
sone—wear off and that recurrences hap- 
pen. For these reasons many carry on con- 
comitant psychotherapy. Where they feel 
more fundamental personality change is 
essential, they refer patients to psychia- 
trists and psychoanalysis. 


DIicTIONARY DEFINITIONS 


With these noteworthy advances in medi- 
cal thinking and therapy it is of interest 
to note what one finds in dictionaries. Dor- 
land’s? defines diagnosis as “the art of 
distinguishing one disease from another; 
the determination of a case of disease.” 
Prognosis is “‘a forecast as to the probable 
result of an attack of disease; the prospect 
as to recovery from a disease afforded by 
the nature and symptoms of the case.” 
Clearly the focus is on disease. In Web- 
ster’s* one finds: “Diagnosis; conclusion ar- 
rived at through critical perception or 
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DIAGNOSING AND PROGNOSING IN PSYCHOANALYSIS 


scrutiny; hence, keen understanding of ap- 
pearances; as one’s diagnosing of a situa- 
tion.” “Prognosis: prognostication; a fore- 
cast.” In a recent edition of a psychiatric dic- 
tionary®: “Bleuler says that none of the 
diseases (i.e., psychotic) has specific symp- 
toms and except for the course they take, 
they should therefore be diagnosed after 
careful exclusion of other diseases (‘nega- 
tive diagnosis’).” “Prognosis: Forecast or es- 
timation of the course, outcome, duration 
of an illness—the opinion being formed 
during the course of the illness.” These 
definitions reveal that dictionaries can only 
tell us accepted and outmoded usages. Put 
otherwise, the implicit and at times ex- 
plicit assumptions of a discipline and, there- 
fore, of its definitions, hang on unless 
brought out in the open and reexamined 
from time to time, to be accepted again as 
valid, or discarded or modified. 


DIAGNOsIS AND PROGNOSIS IN PSYCHOANALYSIS 


Psychoanalysis in its evolution has gone 
through phases similar to those of physical 
medicine, with certain differences due to its 
initial focus on psychological factors. Origi- 
nally, it too started with an interest in 
pathology. Although Freud claimed little 
interest in therapy, the goal of treatment 
was first the removal of symptoms, later 
the treatment of disease entities and ulti- 
mately the taming of instincts and achieve- 
ment of adjustment to society. Diagnosis, 
prognosis, cure and goals in therapy were 
to be understood in terms of his theoretical 
constructs. Guided as he was by nineteenth 
century notions of science, his thinking was 
genetic, mechanistic and causal. In keeping 
with this, he attempted to build his theo- 
retical system solely in terms of the valua- 
tion as to fact—facts with reference to 
mental life. 

Others felt that valuations as to morals 
and aesthetics had to be considered, as well 
as social and cosmic factors. Stekel felt 
moral valuations must be considered. Jung 
felt likewise and that phylogeny and on- 
togeny—the place of man in cosmos and in 
human history—were a concern of psycho- 
analysis. Rank brought in needed emphasis 
on the aesthetic, the creative, and the will- 


to-be in human beings. Adler’s concern 
with social forces is well-known, this aspect 
being more fully developed by Sullivan, 
Fromm and Horney. The holistic view- 
point—namely, of human beings in their 
physical and psychological aspects, in and 
of their environment, of the cosmos of 
which they are a part—finds its fullest de- 
velopment in Horney’s work. I have at- 
tempted to carry forward this development 
in terms of unitary process thought.* 

Physical and _ psychological medicine 
started with a focus on pathology and by 
their own routes have come to a similar 
conclusion: that the concern of the physi- 
cian is the whole human being in and of 
his environment. From a focus on disease 
and its treatment both now center on the 
maintenance of health, with the implica- 
tions of prevention and treatment of dis- 
ease. Both have realized that causal, ge- 
netic, mechanistic thinking is inadequate 
for a more comprehensive understanding of 
whole human beings and have come to rely 
more on system thinking, as now prevails 
in the so-called exact sciences. Psychoanaly- 
sis has outdistanced physical medicine in 
scientific methodology as, for instance, in 
the formulation of the unifying hypothesis 
of growth, which transcends the concepts 
of sickness and health. 


DEFINITIONS 


Because of these obvious shifts, the terms 
diagnosis and prognosis require reexami- 
nation and redefinition. How do we formu- 
late a definition? First we must keep in 
mind that ours is a subject-predicate, dual- 
istic, phonetic and syllabic language which, 
say the metalinguists, imposes on us a cer- 
tain world picture.? Other problems con- 
front us with definitions because of the 
discipline in which we are. In mathematics 
we can let X mean anything we want. The 
exact sciences can use words from dead lan- 
guages, invent new words and arbitrarily 
define their meaning. In philosophy, to 
which psychoanalysis is akin, the problem 
is quite different. Instead of being limited, 
our field of interest is extensive and in- 
cludes the theories and findings of a num- 
ber of specialized fields—not only medicine 
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but the whole range of the social sciences 
and on to religion. We use common-sense 
terms, particularly Horney as contrasted 
with Freud and his concepts of id, ego, 
super-ego and Oedipus complex. But as 
Northrop said, “The philosophically im- 
portant thing about any common-sense 
term as it enters into any philosophical 
theory is not its bare dictionary meaning, 
but the particular contextual meaning usu- 
ally unique to the philosophical system in 
question.” * “This is one reason why philo- 
sophical treatises tend to be longer than 
scientific ones. A language that uses con- 
texts cannot be terse.”® I hope this makes 
clear that the question “What happens to 
penis envy in Dr. Horney’s theory?” is 
meaningless, and that an attempt to make 
a definite comparison of the concepts ego 
and real self is an expression of ignorance 
of the nature of philosophical discourse. 
What is a definition? It is an assertion 
which to have value must be publicly veri- 
fiable. More fundamental is what is the 
function of a definition? To be useful for 
communicating. The simplest way to define 
is to point at what you are defining; but 
you can’t point at a diagnosis. A diagnosis 
is not a thing. I could define diagnosis in 
a number of ways. For my definition to 
have meaning for you, I must use words 
that have an embedded, experiential mean- 
ing for both of us. There must be a shared, 
mutually recognizable experience in the 
words, whether the word refers to a thing, 
a situation, a feeling, thought, action or 
willing, a person or a theoretical construct. 


DEFINITION OF DIAGNOSING AND PROGNOSING 


What is my definition of diagnosis? 
“Diagnosing is a process of evaluating grow- 
ing possibilities.” I use “ing” endings be- 
cause they convey process, and because diag- 
nosing is a continuing aspect of the thera- 
pist’s task, characterized by tentativeness. I 
speak of evaluating because it concerns not 
only the formal but the functional, the feel- 
ing aspects of this process. Growing is a 
process with which you are all familiar in 
yourselves, in others and in nature as im- 
mediately apprehendable, intuitable and 
observable, as well as conceivable as an ab- 


straction defined in its unique way in the 
context of our theory. (How come I select 
possibilities rather than potentialities will 
become clearer later.) Also I speak of grow- 
ing because as a unifying hypothesis it tran- 
scends sickness and/or health. 

What is my definition of prognosis? 
“Prognosing is a process of predicting proba- 
bilities regarding immediate and future 
growing possibilities.” Again I use “ing” 
endings to convey the feeling of process. I 
use predicting, a verb with its dynamic 
connotation rather than prediction, a noun 
with its static “thingness” connotation, to 
convey the tentativeness and ever-changing 
nature of this process and because predict- 
ing is an aspect of being scientific. Speaking 
of probabilities is in keeping with twen- 
tieth-century scientific thinking in contrast 
to the nineteenth-century notion of pre- 
diction with absolute certainty. Also, in pre- 
dicting the process of evaluating is implied. 
As in diagnosing, the central unifying hy- 
pothesis is growing, which is another way 
of saying that diagnosing and prognosing 
are two aspects of our continuing concern 
with growing. 

But my two definitions are still incom- 
plete because they could be taken to imply 
a spurious dualism of a nonparticipating 
observer and a participating observed one, 
a separatedness of therapist and patient ex- 
isting as separated and separable entities. 
It could imply a patient who acts, reacts 
and is acted on and a therapist who solely 
acts on. Freud saw the therapist as reacting 
and introduced the concept of counter- 
transference. But it was Ferenczi who intro- 
duced the notion of the therapist acting for 
the patient not only as surrogate but as 
person in his own right. The therapist as 
participant-observer has necessitated con- 
tinuing theoretical revisions. We now speak 
of the doctor-patient relationship, a con- 
cept in the beginning of its theoretical 
formulation and therapeutic implications. 
Implied also is the patient-doctor relation- 
ship, and some would include the relation- 
ships of doctor as patient and patient as 
doctor.1° 

The completed definitions I would sug- 
gest, therefore, are: “Diagnosing is a process 
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of evaluating growing possibilities by ana- 
lysts while working with patients.” “Prog- 
nosing is a process of predicting probabili- 
ties regarding immediate and future grow- 
ing possibilities by analysts while working 
with patients.” Both of these are opera- 
tional definitions because they describe 
“operations to be performed so that the 
thing defined (or its effects) will be ob- 
served.” “Operationalism (or operational 
philosophy) is an ‘attitude’ which views 
thought and action as inseparable; which 
defines ‘truth’ in terms of the predictive 
content of assertions, and ethics in terms 
of action-directed goals.” 11 


DIAGNOSING AND PROGNOSING IN 
THE PROcEss OF THERAPY 


Now I want to go into the difficulties 
presented in attempting to function rigor- 
ously in therapy according to these defi- 
nitions, to stay with the analyst for the 
moment and with the process of diagnosing. 
The definition requires that the analyst 
continuously be diagnosing himself and his 
patient in an ever-moving situation while 
he and his patient are changing from 
moment to moment. And diagnosing is only 
one of the many tasks it is essential that the 
analyst be fulfilling concomitantly. This 
would require that his attention be in- 
wardly and outwardly directed simultane- 
ously, and that he and his patient be both 
subject and object of his attention at the 
same time. Is this possible and how? | 

For this state of functioning to be ac- 
tualized it would require, in gestalt terms, 
that the analyst be perfectly centered in 
himself and in his patient. In Zen terms 
it would mean he had attained that state 
of being self-less and purposeless in which 
all dualisms cease and in which he and his 
patient would be one. According to Krish- 
namurti it would require choiceless aware- 
ness, alert passivity, to what is here and 
now. Then the individual is truth, is “real- 
ity”?2 or, as Watts would put it, he is 
“inspired spontaneity.”1% In our terms, as 
I understand the concept real self, it would 
mean the analyst is his real self. To me 
that would indicate that he not only im- 
mediately apprehends what there is of real 
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selfness in his patient but is continuous 
with real selfmess wherever it is in the 
cosmos. 


SCIENCE AND BECOMING 


For the above state to obtain there would 
be an end of becoming; only being would 
remain, being what is, which is timeless 
and indefinite. How does this fit with von 
Bertalanffy’s conception of life as formu- 
lated in his Problems of Life? In it are the 
results of twenty years of effort in develop- 
ing the organismic conception of life. “Liv- 
ing structures are not in being, but in 
becoming.” 14 We must carefully note he 
says “living structures”—the forms of life 
in which life functions. He adds, “there is 
no ‘living substance’ in the sense that lead, 
water, or cellulose are substances, where 
any arbitrarily taken part shows the same 
properties as the rest. Rather is life bound 
to individualized and organized systems, 
the destruction of which puts an end to 
it.”15 Here he takes his stand against the 
notion of life substance being a thing, or 
there being any final irreducible something 
which characterizes life or which constitutes 
life when manifested in life’s many forms. 
Rather he says, “Organisms are characterized 
by three principal attributes: organization, 
dynamic flow of process, and history. As has 
been stated before, ‘life’ is not a force or 
energy that, like electricity, gravity, heat, 
etc. is inherent in, or can be imparted to, 


any natural body. Rather it is limited to’ 


systems with specific organization.” 1® Again 
he expresses himself against the thingness 
of life and says life can be better under- 
stood in terms of the three attributes he 
mentions. Note a crucial distinction. He 
does not say this is what life is but this is 
how it might be better understood, which 
implies there may be better and different 
ways for life understanding. 

On the last page of his book he says, 
“Factors inaccessible to objective investi- 
gation must not intrude into laws which 
can be stated for the observable.” Again 
note that he specifically limits himself to 
laws of what is observable. “On an essen- 
tially different level lies a metaphysics try- 
ing to gain an intuitive knowledge of 
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reality. We are not only scientific intel- 
lects, we are also human beings. ‘To express 
in momentous symbols the core of reality, 
that is what myth, poetry and philosophy 
are trying.”17 He closes his book with a 

m from Goethe’s Faust entitled Dauer 
im Wechsel (Duration in Change) and in 
the last sentence before this poem he says, 
“Incapable of looking at the sun of reality, 
he (Faust) and the scientific mind rest con- 
tent with a great metaphor, holding, how- 
ever, inexhaustible powers of life and 
thought.” 

How does this relate to diagnosing and 
prognosing in the ultimate sense in which 
I have defined them? For this to obtain I 
said there would only be being. How does 
my assertion fit with von Bertalanffy’s state- 
ment, “Living structures are not in being, 
but in becoming” and with his definition 
of science as limiting itself to observable 
facts? Using system thinking, as he does, 
with reference to living structures it is 
understandable he would say, “not in be- 
ing, but in becoming.” Elsewhere I have 
defined science as including not only ob- 
servables but introspectables and as being 
concerned not only with valuations as to 
fact but also as to morals and aesthetics. 
Such a notion of science is operationally 
essential for psychoanalysis.¢ But as von 
Bertalanffy said, ““We are not only scientific 
intellects, we are also human beings.” As 
psychoanalysts, attempting to become whole 
human beings, we not only avail ourselves 
of science, but also of art and more, namely, 
intuition. 

What is intuition, for which many defi- 
nitions have been given? A matter of truth, 
reality and the life of feelings cannot be 
grasped in words. It must be intuited. In- 
tuition to be known must be felt. It can- 
not be communicated. Northrop says, “In 
our terminology ‘intuition’ refers to the 
direct opposite of hunch; it is used to de- 
note what is directly apprehended purely 
inductively.”18 And what we apprehend 
is pure fact which he says is ineffable and 
mystical. “Pure fact must be immediately 
experienced, to be known.” 19 An extremely 
alienated person cannot know pure fact 
because he can so little experence the pure 


fact of himself and others. Yet it is among 
the more alienated, and particularly those 
who have all manner of pseudo-feelings by 
order of their supreme minds, that the 
notion of intuition is so flagrantly mis- 
used. They misuse it in a desperate attempt 
to stay away from their genuine feelings, as 
a pathetic substitute, to hide their fear not 
only of pure facts but also observable facts, 
and to cover up their feelings of vagueness, 
confusion and elusiveness to themselves and 
others. When in analysis they have become 
much healthier, they talk much less about 
intuition—in fact, can avail themselves 
more of their intuition and find out that 
they have about as much intiuitive ability 
as many others. We also hear no more 
about their being intuitively gifted by 
temperament, which attitude they had 
earlier glorified neurotically. 

For diagnosing and prognosing, we have 
then the data—factually, morally and aes- 
thetically evaluated—that we gain by intro- 
spection and extrospection and by intuit- 
ing, which we formulate in terms of our 
evolving theory. We too are interested in 
becoming, as in becoming healthier, but 
also in being. Ultimately, becoming is tran- 
scended and there is only being. But that 
state has been attained by a rare few. The 
rest of us will spend our lives approximat- 
ing in that direction. 

Most of us are more concerned with be- 
coming and are caught in the spurious dual- 
isms of our language. Only if we were 
whole and at one with the all could we be 
both inwardly and outwardly directed, 
subject and object for ourselves and our 
patient, all in the moment. Since we are 
not, we focus on one or the other aspect of 
the analytic process. We abstract from the 
process. It is as though we got up on the 
bank of the stream of life to learn the how 
and what of life, when we can only learn 
it while being in and of the stream where 
we are anyway. It is by detailing-in certain 
aspects of the analytic process, for diag- 
nosing and prognosing and through unify- 
ing them, that we attain to a more compre- 
hensive picture of it. But again, only a 
whole being can make that unification by 
intuition. Such as we are, we do as well 
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as we can while moving toward that ulti- 
mate. 


DIAGNOSING THE PATIENT 


And now to detail in aspects of the 
analytic process relevant to diagnosing and 
prognosing. To start with: the analyst diag- 
nosing his patient. What are his sources 
of information for evaluating growing possi- 
bilities? They are in his patient and his en- 
vironment, in his past, his present and his 
future. We have found it useful to speak of 
obstructive, retarding or destructive forces 
and constructive forces operating in these 
life areas. I feel it is more human, more 
accurate and also more in keeping with 
twentieth century science to think in terms 
of energies. Force is a concept having coer- 
cive and anthropomorphic implications. It 
is as if forces were entities having a sepa- 
rate existence within the organism and 
functioning as personal identities according 
to their own laws. The implication of per- 
sonal identities has inherent in it the no- 
tion of potentiality with which the concept 
of force is inextricably tied. Planck de- 
scribed how in one stroke the notions of 
force and potentia were done away with. 
“In Newtonian mechanics the distinction 
had always been drawn between kinetic and 
potential energy as essentially different 
entities. Hertz succeeded in unifying this 
bipartite concept, which he did by funda- 
mentally eliminating the idea of a force. 
The Newtonian force was identified by 
Hertz with internal notion in matter, so 
that what had hitherto been called poten- 
tial energy was now replaced by the kinetic 
concept.”2° Von Bertalanffy says, “The 
notion of the potencies of an embryonic 
part can be used in a descriptive way, 
meaning an enumeration of what this part 
may become under different conditions. . . . 
But we must be aware that the notion of 
potency has no meaning in a realistic sense. 
In fact this notion is based on Aristotelian 
metaphysics, which was static and dualistic. 
Potentia, there are many figures slumbering 
in the marble, and the sculptor brings one 
of them into actual existence. In a similar 
way, organic material seems full of ‘poten- 
cies,’ some of the sleeping ones are ‘awak- 
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ened,’ others ‘stopped.’ Taking this con- 
ception for granted, hardly any other view 
is possible than that this business is done 
by an entelechy that is comparable to the 
genius of the artist.” 2+ 


ENERGIES AND POSSIBILITIES 


In process thinking, a static, dualistic 
conception has no place, nor does the 
anthropomorphic notion of entities called 
forces. Modern physics, concerns itself with 
energy and behavior—the patterns of the 
form in which energy manifests itself. It is 
essential that psychoanalysis be at least as 
humane as the so-called exact sciences. I 
therefore feel it is not only more accurate 
but also more productive to operate with 
the concepts energies and possibilities, 
rather than with forces and potentialities. 
Therefore I have spoken of “growing pos- 
sibilities” in my definitions of diagnosing 
and prognosing. 

What about energies? Energies manifest 
themselves in various forms which arrange 
themselves in manifold patterns. Those that 
are an expression of sickness and of move- 
ment in that direction, I call irrational; and 
those that are an expression of health and 
of movement in that direction, I call 
rational, as I have defined both.2? We say 
then that a person is healthy or sick de- 
pending on the predominance of energy 
investment in rational or irrational patterns 
of integrating, understood in terms of our 
comprehensive theory of human nature. 
The analytic process could then be defined 
as a process of transforming. Energies per 
se are not rational or irrational, but the 
forms in which they manifest themselves 
are. Therefore, when in therapy we speak 
of identifying, undermining and resolving 
irrational patterns, it is not in the spirit 
of uprooting some vile disease but of free- 
ing these energies—of transforming them 
from irrational into rational patterns. In 
doing so we are helping to make energies 
available for the identifying, supporting, 
extending and expanding of rational pat- 
terns. We are changing patterns which held 
energy bound in forms unavailable for 
productive work, into patterns in the form 
of which energies become more and more 
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freely available for creative living. I feel 
it essential to communicate this spirit to 
patients, because when they begin to see 
the consequences—say, of their idealized 
image—they impulsively are driven to tear 
it out by the roots, as though it were a for- 
eign body or an alien enemy imposed from 
without, rather than a repository of much 
of their own transformed spontaneous ener- 
gies. To help communicate this spirit 1 
have found the concept of acceptance or 
accepting very fruitful. Accepting in this 
sense is nonjudgmental and has nothing to 
do with approval or disapproval, liking or 
disliking. We must simply accept what we 
are before we can do anything about it. 
We cannot know if there is a problem, and 
how to go about dealing with it, if first we 
do not know what obtains. 


ASSETS IN THE PATIENT'S PAsT 


Energies in the form of rational and 
irrational patterns of integrating are ab- 
stractions of a high order. As a means of 
connecting them with concrete immediacies 
it is helpful to speak in terms of assets and 
liabilities with regard to growing possibili- 
ties. Assets and liabilities are also forms in 
which we find energies displayed as ex- 
pressions of health and sickness which we 
can identify in the past, present and future 
of a patient and in his environment. First 
the assets in himself and in his past. Among 
these would be a favorable heredity—mini- 
mal evidence of physical or psychological 
heredo-familial disease, a tendency to good 
physical and psychic health and to longev- 
ity. A patient who has a history of good 
health, rapid, uncomplicated recoveries 
from sickness, few serious illnesses—in short, 
a person with good physical and psychic 
vitality and resilience has quite some assets. 
A requirement and an expression of these 
would be the availability and utilization of 
good food, clothes, sufficient sunshine and 
contact with nature, adequate housing and 
medical care. We might come upon other 
assets such as aptitudes and skills, a talent, 
maybe even a gift. Advantageous also would 
be an education, training or experience in 
a specialized field or the fact of having ac- 
quired a profession. 


What do we mean when we say it is an 
asset if a person has been able to learn and 
to grow through and from life experience? 
The following is a partial picture. All of 
us have the capacities to feel, think, will 
and act. The maintenance of some alive- 
ness of genuine feelings, the ability to have 
small pleasures even in the midst of ad- 
versity and a sense of humor with regard 
to oneself and life are indeed assets. A per- 
son who has had the experience of having 
taken healthy stands in immediate personal 
matters or in broader human affairs has 
maintained some contact with his convic- 
tions, his will to fight for what he believes. 
If he can recall incidents where he felt his 
judgment regarding himself and others had 
been sound and that the actions based on 
such reasoning had been warranted, he has 
had some experience in self-reliance in hu- 
man affairs. If in addition he could retro- 
spectively, honestly say that here or there 
his judgment had been poor and his actions 
impulsive or compulsive he is indeed a wiser 
person. Add to these the learning that has 
come from suffering through critical parti- 
cipation in life and we have some of the 
elements of wisdom. Closely connected are 
the capacity to tolerate psychic pain, with 
which often goes a degree of integrity and 
a capacity to face the truth squarely. When 
a patient has also a capacity for psycho- 
logical thinking, his assets have been meas- 
urably added to. 

Although I said I would focus first on 
assets in the individual it can be seen that 
many are inextricably bound up with en- 
vironmental factors, just as the environ- 
mental assets I will now mention cannot 
become meaningful without the individual’s 
participation. Crucial among these in con- 
tinuity of a family structure, in which the 
emotional climate was in a measure har- 
monious or at least consistent. Continuity 
and consistency are essential requirements 
for developing human relatedness through 
actual experiencing. This becomes more 
possible when the family has lived for 
longer periods, particularly in the patient's 
earlier years, in the same house, the same 
neighborhood or at least in the same town. 
Such continuity makes for greater oppor- 
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tunities for developing friendships in the 
pre-school and grammar school periods. 
The parents’ participation in community 
affairs, as in parent-teacher groups, aids 
in developing this feeling of belonging. 
Living in smaller communities, close to a 
park, even short summer vacations offer 
chances for those important contacts with 
nature. A person with such experiences in 
relatedness would be more available to 
further possibilities with teachers, in col- 
lege, in employment situations and in the 
armed forces, which has come to be a usual 
experience for almost every male. We 
know how essential it is to develop these 
feelings of human rejiatedness, prerequisite 
for genuine self-reliance, and yet how dif- 
ficult it is in a world in tension and with 
the breakdown of those institutions which 
had been the main sources of healthy 
values—the family, religion and decent 
societal values. 


LIABILITIES IN THE PATIENT'S PAST 


As to liabilities in the individual in his 
past, one could say they amount to decreas- 
ing degrees of the assets listed above. But 
that would not be accurate because it is not 
merely an absence of assets that we see but 
the positive presence of deleterious factors. 
It is not simply a matter of addition and 
subtraction but may be one of geometric 
progression in the direction of sickness 
that concerns us. An increasing occurrence 
of, or tendency toward, heredo-familial dis- 
orders, lowered physical and psychic vital- 
ity, frequent and prolonged illness and 
early deaths—say, from heart disease or 
cancer—are what that patient starts with 
at birth in his genes. A person born with 
a club foot or a scoliosis of the spine will 
certainly grow up with distorted notions 
of motion and locomotion, as a congential 
visual defect will affect his perspective and 
his ways of looking and seeing, and his at- 
titudes toward being looked at and seen. 
Frequent physical illness, particularly when 
prolonged and with complicated recoveries 
leaves the factual irreversible pathology, as 
well as a tendency to lowered resistance 
and a locus minoris resistentiae. With all 
of these go developing sick attitudes toward 
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being sick; the tendency to make a career 
of illness or to deny self-destructively the 
flagrant evidence of physical disease; in- 
tolerance to physical pain or, at the other 
extreme, stoically enduring and_ self-be- 
numbing. The latter can also spread over 
into the psychic sphere. Although we rarely 
see people who have not had enough to 
eat, we have seen many whose diets were 
hardly adequate because of personal prob- 
lems or because of inadequate interest on 
the part of their parents. Inadequate dental 
and medical care is not uncommon, and 
often not for lack of financial resources. 
And children who had little contact with 
sunlight because of over-protective mothers 
who also would not allow them to go to 
camp or to play with the rough children in 
the park are not uncommon. 

As I proceed, starting with physical liabi- 
lities, it is evident how they create sick 
psychological attitudes which prolong the 
physical problems and create others. Start- 
ing with psychological problems, we can 
see physical problems being created and 
perpetuated and their psychological con- 
comitants. All of these, reciprocally rein- 
forcing each other, will have their effects 
on a person’s educational pattern and what 
he does about using available opportunities 
to develop a profession or a particular skill. 
Poorly off in a different way is a person 
who, although fairly healthy physically and 
psychologically to start with, had to fight 
against great odds for almost everything 
he got. These people are often left with 
feelings of bitterness toward the world and 
an inability to enjoy what their finances 
and time could now allow them. Physical 
and psychological handicaps earlier in life, 
as well as in later years, blunt and distort 
the ends to which skills, talents and gifts 
may be put. Quite often some are never dis- 
covered and, if they come to light, may 
not be developed even as a source of neuro- 
tic pride, let alone for genuine pleasure. 

These liabilities tend to create certain 
attitudes which can be most serious blocks 
in therapy. The factual existence of here- 
do-familial disorders prompt deep feelings 
of hopelessness, as do factual congenital 
disorders. There can be plenty of sources 
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for an acquired feeling of hopelessness but 
when a patient barricades himself behind 
known facts, the task becomes all the more 
difficult. Initially, and for a long time, he 
cannot know he is using heredity and con- 
stitution for externalizing. With this hope- 
lessness often goes bitterness, cynicism and 
diatribes against fate, God, society. An at- 
titude of “what’s the use” or numb indif- 
ference are supported by the fact of “every- 
one in my family dies early.” An aversion 
to changing and daring also may occur for 
fear of, or because of, even the slightest 
pain in the cardiac area if early death from 
heart disease has been familial. Hopeless- 
ness, cynicism, bitterness and indifference 
can be used as overt justification for obvious 
and concealed vindictiveness toward the 
analyst. 

When these attitudes, whatever their 
sources, are coupled with the following we 
are faced with some of the most difficult 
problems in analysis. They are a numbing 
and deadening of feelings, whether covered 
by a lot of pseudo-feelings or not. In fact, 
these pseudo-feelings make the problem 
more difficult. Patients in whom acting out 
is prominent often act themselves out of 
analysis. They find it difficult even to give 
lip service to the idea that they have been 
impulsive and compulsive. In such cases, 
as we know, self-discipline is at a very low 
ebb. Although they freely use the word 
want, it is really a compulsive have to. 
And what they want, they must have in- 
stantaneously. Where this is not possible 
they become frantic and desperate. When 
there is such great egocentricity that ra- 
tional self-evaluation or evaluation of others 
is limited, people seem incapable of learn- 
ing from their own experiences. Disturbed 
as they are, they suffer greatly, genuinely 
as well as neurotically, but through this 
suffering they do not gain wisdom for truly 
they have participated too little in the ex- 
periences which caused them pain. Under- 
standably, pain avoidance can become a 
dominant drive in their lives. Where there 
is a great intolerance to psychic pain (this 
may extend to physical pain, too) the ana- 
lyst is confronted with a most serious block 
to therapy. The claim, hidden or overt, that 


life should be easy is tenacious and deeply 
embedded. The theme of reilef is constantly 
in the foreground in many forms and the 
analyst is “hurting,” “hard” and “cruel” if 
he does not immediately produce this relief. 
Such a person has a much-weakened in- 
tegrity and an intense terror at the prospect 
of looking squarely at the truth of himself 
because among many things it would mean 
pain. Often associated as a defense are a 
tenacious literal mindedness, argument- 
ativeness, needling assaultiveness for fail- 
ing to dot your i’s and cross your t’s, or 
creating clouds of confusion. 

An environment that does not offer or, 
in fact, frustrates opportunities for develop- 
ing human relatedness is a liability of 
mounting importance the earlier it occurs. 
Rather than continuity and consistency, 
some people from earliest childhood know 
mainly fragmentation, inconsistency and a 
familial atmosphere of violent mood swings. 
These are overtly manifested in divorces, 
being cared for by a succession of nurses, 
relatives, step-parents and at times no one 
at all. Frequent changes of abode, frag- 
mented schooling and opportunities for 
forming relationships with children their 
own age or a teacher here or there are 
often involved. A consequence may be the 
development of the psychopathic process as 
I have defined it, to the point of the so- 
called psychopathic personality.22 As we 
know from studies of identical twins, the 
hereditary factor in familial mental disease 
may not be as important as the atmosphere 
created in a family where there is the his- 
tory of, or the factual presence for longer 
or shorter periods of, severely disturbed or 
psychotic members or of a mentally defec- 
tive brother or sister. With the above so 
often go limited opportunity for or availing 
of educational opportunities, forming of 
relationships in school, in play, in work, 
limited time or opportunity for recreation 
in playgrounds, in vacations and often in- 
adequate medical and dental care. All the 
consequences of what I have just described 
can occur in so-called happy families, where 
none of the above situations are obviously 
present but exist in covert forms and are 
just as destructively active. 
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ASSETS IN THE PRESENT 


When we came to assets in the individual 
in the present what we would hope to find 
are the constructive effects of having pro- 
ductively experienced those assets in his 
life to date. If these effects were not fairly 
visible, we might wonder if we were not 
dealing with a more recent increase of 
neurotic problems due to an accession of 
environmental stresses not particularly of 
the individual’s making. When I speak of 
assets in the present, they are understand- 
ably different in persons of twenty and 
sixty. The wisdom gained from a long and 
productive life is a future possibility for 
a younger person with his vitality in his 
world-to-be. Both may have areas of pro- 
ductive interest in work and leisure, the 
time and the finances to work in analysis. 
In their environment might be construc- 
tive relationships with their family, their 
friends and in their work. A possible and 
important expression of these might be en- 
couraging and supporting attitudes to a 
patient in his decision to work in analysis 
or at least one of neutrality. One of the 
more important assets a patient could have 
in his environment is an analyst with whom 
he feels he wants to and can work and who, 
in turn, not only feels similarly but is 
capable of carrying on work with him. This 
environmental asset is crucial because of 
its continuity, its duration and because the 
analyst will be a focal figure in helping re- 
solve existing problems and opening up 
new vistas of growing possibilities in his 
life. 


LIABILITIES IN THE PRESENT 


Individual liabilities in the present are 
largely the progressive effects of those in 
the past, hopefully mitigated and amelio- 
rated by periods of less stressful living and 
maybe some more and less constructive 
ones. A person’s physical and psychic vital- 
ity may be at such a low ebb that the ad- 
ditional energy necessary to carry on ana- 
lytic work may seem, or be, too little avail- 
able. Even at a much slower pace the ana- 
lyses of such patients are frequently inter- 
rupted by minor or major physical illnesses; 
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because their psychic tolerance may be so 


low, great flexibility in the frequency of 
visits is necessary, as well as interruptions 
in the work which they bring about. So 
often just those people who need so much 
more help can avail themselves of it that 
much less. In addition, they often have 
problems of too little time and limited 
finances. 

As might be expected, the liabilities in the 
environment will be the consequence of 
past accumulations. A man who had few 
or no friends, or lost those he had through 
being unable to maintain them or through 
having antagonized them, is in a pretty 
isolated, helpless and often hostile position. 
It is unlikely he will find support for his 
analytic venture. More likely the attitude 
will be one of accusatory blaming or des- 


tructive interference. In such a spirit, a 


family was “all for’ a daughter’s analysis. 
Once she began to rebel more healthily 
against their demands for conformity, in 
spite of her valiant efforts and mine the 
analysis ultimately had to be interrupted. 
In a number of instances, attempts—some 
successful—are made to interrupt the ana- 
lytic work when a victim seems to be slip- 
ping out of the grip of his or her master. 
A record of one or a few jobs with few 
promotions, or a succession of jobs lost due 
to personal problems, adds to feelings of fail- 
ure and pessimism. A history of one or more 
divorces, the responsibility of a present 
family and alimony adds its special dif- 
ficulties because of the continuing burdens 
they will impose for a long time to come. 
So often these patients have not only ex- 
hausted their own reserves but also all pos- 
sible sources of financial help in the en- 
vironment. In some cases, mounting en- 
vironmental liabilities which put such peo- 
ple with their backs to the wall seem an 
essential prerequisite for their coming into 
analysis and for staying in. In other in- 
stances where environmental pressures force 
patients into analysis, the fact of that situa- 
tion is an expression of great liabilities in 
the patient and in his environment. The 
threats of parents on children however 
formulated, the threat of a divorce, the 
cutting off of income, a possible fine or 
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prison sentence are among the poorest in- 
centives for analytic work. 

I have observed that those patients with 
mounting liabilities in themselves and in 
their environment are decreasingly likely 
to find an analyst they want or with whom 
they feel they can work. This is understand- 
able because they require far greater com- 
petence, experience and maturity to be 
treated and analysts who could fulfill their 
real requirements are fewer. Because of 
their problems, their judgment in making 
a choice is poor and often made on quite 
neurotic premises. Their claims also are so 
great that their demand that something 
magical be done immediately is bound to 
be frustrated. Finally, they start work with 
a defeatist attitude, for this might not be 
their second but their tenth attempt to get 
some help. The possibility of such a patient 
finding or believing he has an environ- 
mental asset in his analyst is not great but 
I know of instances where such tenacity on 
the part of a patient has been ultimately 
rewarded. 

Thus far I have listed assets and liabili- 
ties in the patient and in his environment, 
in his past and in his present, as if the ana- 
lyst had all this information the moment a 
patient called him on the phone. This was 
necessary for purposes of categorizing and 
focusing on information which could come 
from a patient verbally, spontaneously and 
in answer to questions. Actually, all this 
information and more could come from an 
extensive life history questionaire, which is 
one method of research with particular 
boundaries of usefulness. Although I have 
classified the information as relating to the 
past and the present, it is all past the 
moment after we have received it ver- 
bally or in writing. Our only actual 
source of information is the continuing, 
immediate present and that is multidimen- 
sional. What I mean is that the present is a 
gestalt which extends into the past and into 
the future, in depth and sidewards. In the 
continuing, immediate present we obtain 
the information mentioned above which 
we could call information at the narrative 
level but which is also information that has 
intrapsychic and interpersonal reference. 
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Also there is all that we can obtain by ob- 
servation and intuition, which I shall men- 
tion shortly. The information and the 
sources for it are abundant. I believe we 
could rarely say we lack information. I 
make this point because some tend to over- 
focus on the value of information as such, 
and the collecting of more and more of it. 
This, I believe, is one of the assumptions 
in hypnoanalysis. The tendency leads some 
beginners to overfocus on history, to need 
to talk to other members of the family or 
the analyst, who might be working with 
someone with whom his patient was closely 
associated. I felt I was becoming a more 
effective therapist in general and specifically 
in the simultaneous analysis of a husband 
and wife, the more I could be with the pa- 
tient with whom I was working; I was at- 


_ tempting to understand what he was mean- 


ing by what he was being, totally, at the 
moment without being distracted by the 
fact that he had made no mention of hav- 
ing walked out on his wife, which had 
filled her hour the day before. 


Tue ConTINUING IMMEDIATE PRESENT 


What of this continuing, immediate 
present and how can we use it? Practically, 
at the end of a consultation, we can extend 
it to one or several more to help us arrive 
at whatever decisions we are out to make. 
If it is a question of working with this per- 
son analytically we can extend it to a period 
of several months and call it a trial ana- 
lysis; and in any case we are extending it 
throughout an analysis for more and more 
effective diagnosing and prognosing and, 
ultimately, for arriving at a mutual decision 
regarding the interrupting of regular work. 

We can use the continuing, immediate 
present not only to gather information at 
the narrative level but also to observe all 
that can be obtained in the vis-a-vis and 
in the couch positions.?’ Briefly, it concerns 
bodily movements, posture, bodily con- 
figurations, clothes, manner and tone of 
speech. Then there is what a patient is 
saying with reference to himself and to me 
while he is giving me narrative informa- 
tion. I can gather what his attitudes are 
toward analysis and toward me as his ana- 
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lyst. Also in what, how, when and how often 
or not, he relates matters of life history. 
I can obtain much more about his attitudes 
toward his past, his family and toward what 
he is essentially. We can be asking the 
ever-present question in analysis—namely, 
how come this is coming up at this time? 
Which also implies, how come a lot of 
other things are not? In this period the 
first dream may come up, which often is 
an important source of information regard- 
ing his attitudes toward himself, others, 
analysis and his analyst. I emphasize source 
of information to the analyst to be kept in 
mind but rarely to be worked on. Likewise 
during this period a test interpretation may 
be made, to note from the response how 
accurate our evaluations have been, to 
clarify them when still much in doubt or 
to help move the therapy forward. This 
continuing, immediate present is our op- 
portunity to feel and immediately intuit 
our patient as a whole human being. And 
all this information becoming available to 
us, we are formulating as assets and liabili- 
ties, as rational and irrational patterns of 
integrating, in terms of our theory and ex- 
perience. All that I have listed, and more 
that is available, must become an embedded 
part of you, if you are to use it productively 
in therapy. To start with, you learn it as 
information, then you test out your new 
found knowledge. Initially, you will be 
awkward, as anyone is with a new tool, 
misusing and overusing it. In participating 
in each experience of failure and success, 
this knowledge will become a part of you. 
When that obtains, it will be active un- 
consciously, in the main, and you will be- 
come more effective in diagnosing growing 
possibilities in your patients. Not only will 
you understand but also see that it is self- 
evident that the very essence of diagnosing 
is its tentativeness. 


Tue Concept “GRowinc” 


We have seen how operating with the 
concept growing, of individuals in environ- 
ment, has helped bring expanding sources 
of information to our attention for identify- 
ing assets and liabilities. It also helps us 
formulate distinctions which lead to a more 
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effective use of that information and to 
avoid certain pitfalls. We must understand 
that there is what is overt, obvious and in 
the foreground, and that it is continuous 
with, and flows by imperceptible gradations 
into, what is covert, subtle and in the 
background. Also that there are processes 
that go from slight embeddedness to being 
deeply embedded with extensive ramifica- 
tions. Thirdly, we must distinguish what is 
more, less and least available to be worked 
with. Being caught up with what is in the 
foreground often leads to a perpetration 
of the error of focusing on disease entities 
and on that basis making overoptimistic or 
overpessimistic diagnoses. I have known in- 
stances where a diagnosis of one type or 
other of schizophrenia was made with prog- 
noses of varying degrees of hopelessness 
because the therapist did not investigate 
what was covert, subtle and in the back- 
ground. The diagnoses were accurate de- 
scriptively but the prognoses were not, be- 
cause I have seen several of those patients 
who, because of existing assets, make better 
progress in therapy than some “successful 
neurotics.” Where the distinction between 
pretense or the facade of self-effacement, 
which may be slightly embedded, and an 
extensive, deep-rooted self-effacement was 
not made, I have seen analyses broken off 
—and often a very upset analyst until he 
realized his mistake and got the analysis 
going on a more solid footing. A patient 
with a facade of self-effacement is usually 
predominantly arrogant-vindictive and sad- 
istic, and can only have contempt for an 
analyst who is taken in by his front. Be- 
cause neurotic claims or abused feelings 
may be obvious and fill not only the fore- 
ground but session after session does not 
mean they are available to be worked with. 
In fact, even to attempt to do so would be 
folly in most instances. In spite of pa- 
tients asking, seducing and pleading with 
the analyst to work in certain areas it is 
better in the long run to stay away and 
work in safer, more productive areas. 
There are still other values in being 
guided by the concept growing. It directs 
our attention to possible sources of infor- 
mation for formulating a more comprehen- 
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sive picture of a whole human being in his 
environment. This leads to greater ac- 
curacy and more detailed knowledge of the 
facts with which we will have to deal. It 
enlarges the area in which we can work 
with our therapeutic tools, gives us a greater 
feeling of resourcefulness in using them, 
saves our patient unnecessary pain, reduces 
the waste of time and money, leads to bet- 
ter results in general and opens possibilities 
for increasing effectiveness with sicker and 
sicker patients. All these, and particularly 
the awareness of assets in a patient and in 
his environment, help promote some of 
the more important assets that a therapist 
can have: a rational faith and hope in his 
patient, in himself, in the theory and the 
techniques with which he works. A poorly 
founded feeling, or worse still, one of hope- 
lessness of which the analyst is unaware, 
begins a therapeutic venture under pretty 
dubious auspices. 


In my discussion of assets and liabilities 
in the patient and in his environment, you 
may have noted that more space was de- 
voted to liabilities than to assets. I feel that 
a number of factors account for this. Phy- 
sical and psychological medicine have much 
longer experience with sickness than with 
health. We are only beginning to learn 
what health is and what assets are. Also, 
the complicated takes longer to describe 
than the simple, and sickness is complicated 
while health is simple, in the sense that 
children are simpler and more direct than 
are most adults. Another factor in this pre- 
dominance of space devoted to liabilities is 
that, obviously and most likely in fact, 
there is more sickness in people and in the 
world than there is health. As our theory 
and therapy advance, however, and we learn 
better how and what to look for, the areas 
in humans and in environment which can 
be subsumed under assets steadily ertlarges. 
This could be a stimulus to all of us to at- 
tempt to develop and understand what Dr. 
Horney called the real self and what others 
have referred to as élan vital (Bergson), 
God (Christianity), Buddhahood (Bud- 
dhism), atman (Vedanta), inspired sopon- 
taneity (Watts), and creative reality (Krish- 
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namurti). What I have learned from all 
these sources plus my own attempts has 
helped to begin to answer a question that 
has long interested me. Most often the ques- 
tion is asked, how come this person became 
ill? Much more important to me is not 
how come as many people get sick as do, 
but how come many more do not? Also 
how come human beings are able to evolve 
these tenacious and complicated sick pat- 
terns to hang onto reality and some sem- 
blance of sanity? I feel the answer may be 
in the direction of real selfness. And if this, 
which is in all of us, could only be availed 
for greater human creativeness instead of 
protecting us from insanity, what a differ- 
ent world this would be. 


ANALYsT DIAGNOSING HIMSELF 


Thus far I have been focusing on the 
patient as if the analyst were a nonparti- 
cipating observer, which he could not have 
been to obtain the above information for 
diagnosing his patient. All the foregoing 
has been a detailing of one aspect of the 
analytic process, an abstraction from it. But 
the analyst has also the task of diagnosing 
himself in reference to a particular patient. 
He must function both as subject and ob- 
ject of his own investigations which is an 
impossibility with his head. You can no 
more do this than look at the back of 
your own head, or jump out of the shadow 
you’re standing in when the sun is directly 
overhead. You can only do it intuitively, 
and as you can the spurious dualisms of 
subject and object will disappear. But as 
we are moving toward that ultimate of real 
selfness, while still being caught in our 
subject-predicate language, we can only do 
as well as we can. The first step in that 
direction gradually becomes more possible 
for many of us, namely, of directing our 
attention more inwardly instead of pre- 
dominantly outwardly toward the patient. 
But the ultimates of this inward directed- 
ness do not come easily. I refer to that state 
of being in which you are no longer dis- 
tracted by the noise of your own mind and, 
better still, when it is silent; when you are 
no longer distracted by your patient’s 
words or, better still, both hear and do not 
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hear what your patient is saying, and when 
you are open to the depths of your being. 
Then you will also be directly intuiting 
your patient. Then there will no longer be 
an I watching a me doing all this. It will 
simply all be happening. 

There is nonetheless quite some valuable 
information to be obtained by J watching 
me introspecting for self-diagnosing with 
reference to a particular patient. In my de- 
finition I said diagnosing is a process of 
evaluating growing possibilities. For pur- 
poses of definition we cannot be too gen- 
eral nor too specific, because in the latter 
case the definitions would become too long 
and if too specific their applicability would 
be too narrow. Yet what in fact obtains is 
that the diagnosing is by a particular ana- 
lyst of himself with a particular patient. 
No two situations are identical. The more 
complete definition would then be: “Diag- 
nosing is a process of evaluating growing 
possibilities in themselves and their pa- 
tients by analysts while working with pa- 
tients.” The abbreviated definition has all 
this implied. 

The more important thing that we can 
learn about self-diagnosing is the plain fact 
that there is such a task in analysis. This 
now self-evident fact has far-reaching im- 
plications. It means that in a therapy based 
on human communing the human factor 
of the therapist is crucial. It is quite differ- 
ent from physical medicine in which tech- 
niques are easily communicated and tested 
for application to a wide variety of pa- 
tients. In analysis, the therapist simply does 
not apply techniques; he must be theory 
and technique, and the vehicle of them and 
more. He is an integral aspect of that 
therapeutic endeavor in which he not only 
treats but is treated, in which he not only 
helps growing possibilities in his patient 
and in himself but is helped in that effort 
by his patient. Self-diagnosing also implies 
that much as we wish to become more 
scientific there is still much of art in our 
work. After he has collected quite some 
data about his patient and himself the 
therapist must rely on his intuition to 
unify all this material, which only a human 
being can do, We are confronted with the 
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fact that our intuition, our most valuable 
diagnostic and therapeutic tool, is the one 
least describable and communicable. In 
self-diagnosing, the therapist is asking him- 
self, am I the particular therapist for this 
particular patient? As he does, he will be- 
come more proficient in answering his 
questions, which means an awareness that 
there are many more to be posed. As he 
does, these questions and answers will be- 
come an embedded part of him through 
having been experienced. They will be 
operating unconsciously while he con- 
sciously goes on with other aspects of his 
questing. While becoming acquainted with 
the variables that could be known he will 
realize how many more variables in himself 
and his patient are still unknown, so many 
of which are subsumed under the human 
factor. He will come to know and accept 
that all therapists cannot treat all patients 
and that better and better combinations 
of therapist are possible. Such a developing 
attitude will lead to greater caution and 
care in deciding with whom to work and 
what patient he will refer to what analyst. 
As a consequence, his effectiveness in ther- 
apy with the patients with whom he does 
work will increase and more patients will 
receive better therapy. 


AssETs IN ANALYST FOR SELF-DIAGNOSING 


A therapist in self-diagnosing is really 
asking, what have I to call on in myself 
and my environment for more effective 
working with this particular patient and 
what liabilities in my self must I keep in 
mind? It is better to start with the simple 
and self-evident, which are often over- 
looked. As human beings we all have had 
experience with helping and with growing. 
In some measure those experiences may 
have stimulated us to become physicians, 
in which profession the philosophy of heal- 
ing and the maintaining of physical health 
are so integral. These experiences, plus a 
searching for answers to our own emotional 
problems, may have led some of us into 
psychiatry. A feeling of limited competence 
in therapy, with our patients and with our- 
selves, have led many into seeking psycho- 
analytic training. In fact, when all these 
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were not present in a significant degree I 
have found that these people did not turn 
out to be good therapists or significant 
contributors to psychoanalysis. Bluntly put, 
I feel that an essential prerequisite to being 
a good therapist is not suffering for its own 
sake, but human suffering that has led to 
some measure of maturing and wisdom. 
All analysts by the time they begin treating 
patients have had some personal experience 
in analysis which they can apply in their 
therapeutic work. Yet not infrequently in 
supervisory work analysts are startled when 
asked, “What has been your experience in 
your own analysis?” By the time an analyst 
begins treating patients analytically he has 
had two experiences as a novice—namely, 
as a physician and as a psychiatrist. He has 
known feelings of confusion, incompetence 
and awkwardness as well as the experience 
of slowly finding more solid ground in him- 
self through his successes and failures. He 
has known through friends, acquaintances 
and predecessors in training that growing 
is possible. Through contact with his own 
analyst and teachers, and through a knowl- 
edge of psychoanalytic history, he knows 
that a wide range of people have been 
helped, that the boundaries of therapeutic 
effectiveness have deepened and extended, 
and that psychoanalytic theory and therapy 
have been steadily and constructively ex- 
panding and evolving. Finally, there is all 
that is known and has been tested still open 
to him for the effort, the help of more ex- 
perienced therapists and the support of his 
own analyst as he works through personal 
problems brought to his attention while 
working with patients. All of this is avail- 
able to us but is often overlooked or taken 
for granted. I feel it important to restate 
the obvious and, if you will, to count our 
blessings. What I have listed thus far is 
saying that even a novice has a whole lot in 
himself to count on, and that the assets 
in him, in his personal analysis and self- 
analysis and in the field of analysis have 
a constructive momentum of their own 
which could be more often tapped. 

These general considerations could help 
give an analyst with limited experience a 
feeling of some solid ground to stand on 
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and help him in more accurately diagnos- 
ing himself while going through the usual 
upsets in his new venture. They might in 
some measure protect him from the tend- 
ency to take every patient who comes to 
him and to respond with the extremes of 
overoptimism or overpessimism. There is 
the legitimate desire to accept the chal- 
lenges that a wide variety of patients pres- 
ents, and to expand his practice. 

However, these same urges may persuade 
him to take on too many patients too fast, 
overburden himself, not allow himself 
enough time for other aspects of his living 
and for emergencies that are bound to oc- 
cur. He will end up with too many very 
sick patients, some who may be beyond his 
competence and with whom later he might 
have preferred not to work. It is common 
experience that less-experienced therapists 
usually have too many very sick patients. 
This means their practice may become too 
taxing psychologically and physically, the 
number of patients dropping out of therapy 
might be greater and the results achieved 
may be limited or poor. All this can have 
a disheartening effect on a therapist and 
lead to a spirit of overcautiousness, as well 
as adversely affect his growth and develop- 
ment as a therapist in the long range. 

Naturally, into each therapeutic venture 
he will bring all that I have defined as as- 
sets and liabilities in a patient. As he pro- 
ceeds in his analysis and self-analysis his 
knowledge of them will extend and deepen 
and he will be growing as a person and 
therapist. For experience in working with 
patients there is no substitute. Knowledge 
of theory and technique are not sufficient. 
But working with many patients without 
learning and growing, without suffering and 
satisfaction, without failures and successes, 
is a reflection to me of a pretty limited 
therapist. There is an erroneous notion, 
particularly among beginners, that “holding 
onto” patients means being a good ther- 
apist, and “losing” many patients, a poor 
one. Factually, both can have about equal 
competence. Both will be growing when 
they can ask themselves squarely, “How 
come I lose so few (or so many) patients?” 
When this has happened, I have observed 
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that the disproportion in both directions 
begins to recede. Another fallacious notion 
is that a smooth or painless analysis means 
a good therapist, and a turbulent or pain- 
ful course, a poor one. Again, consistent 
occurrence of these extremes indicates that 
something is amiss. The therapies of one 
analyst were smooth because he terminated 
his work when the analysis became too 
threatening to his persistent resignation. 
Another dropped his patients when the 
analysis became smooth. This he interpreted 
as their having become healthy. Because 
he still felt so turbulent in himself he con- 
sidered his patient healthier than himself 
and felt unable to give further help. These 
examples have been included, as have 
others throughout this paper, to act as a 
corrective to the common error of making 
point-for-point correlations, using simple 
cause-and-effect thinking, and giving over- 
simplified answers to quite intricate prob- 
lems. 


Through therapeutic experiences that 
lead to increasing growing, wisdom and. 
competence an analyst can learn some of 
the following for self-diagnosing. By this 
time it is hoped he will have enough pa- 
tients to choose from, his finances will be 
much less pressing, his working schedule 
will approximate the number of hours he 
wants to devote to practice, and he will be 
feeling free enough in himself to be able 
to make choices. What choices he makes 
will depend upon what he has learned his 
assets are and how available they are to 
him, and what his residual liabilities are 
and their extent. He will have the ex- 
perience of having worked with a wide 
variety of patients and have some estimate 
of how poor and how good his results were. 
But just because his results were poor with 
certain patients will not necessarily mean 
he will chose not to work with them. 
Through those very errors he may find 
what in himself had contributed. He may 
feel he can be, or already has become, quite 
effective with just those very problems. Also 
he may feel working again with such pa- 
tients as a challenge. Likewise, good results 
in certain directions need not mean a 
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selection of such patients. With a broaden- 
ing or shift of his interests he may have 
been stimulated to work in quite other 
areas. 


CHOICE OF PATIENTS 


The selection of patients will be deter- 
mined mainly by the nature and availabil- 
ity of his assets, his interests, previous re- 
sults, the patient’s ability to fit in with his 
schedule, and the fee. What has influenced 
me, as well as others, is the fact that a pa- 
tient knows or has been referred by some- 
one with whom I have worked and has 
seen changes in them. Although this might 
be an asset in the patient, it may also be 
regarded as an asset in myself, manifested 
in one of my patients. I feel this referred 
patient also is responding to something 
beyond the results of analysis. It may be 
something in me which may not become 
clear for a long time to come. Closely as- 
sociated is another factor that would in- 
fluence my choice—namely, the determined 
insistence to work specifically with me. 
From consultations I am aware that a 
number of patients present this picture on 
a predominantly neurotic premise. It is 
not to them that I am referring but to a 
rare few. Their determination even when 
predominantly neurotic has had a wisdom 
in it that took me, as well as them, a long 
time to fathom. I am repeating merely 
what I have said a number of times, that 
after as extensive a diagnosing of our pa- 
tients and ourselves as we can make, there 
are unconscious factors operating in our 
patients and in ourselves that are quite 
powerful and transcend a conscious deci- 
sion that may go in an opposite direction. 
And there are individual factors affecting 
choices. One may want to work with less- 
serious problems as part of wanting more 
experience with an easier and more leisurely 
way of living, having had all too much 
experience with pain and travail. Another 
may respond to challenging problems or 
be of a more pioneering and experimental 
bent. 

In a discussion of self-diagnosing one 
question always comes up: Do I have to 
like my patient? And the question means 
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the same thing when put in a number of 
other ways. The “have to” implies absolute 
liking—liking the patient totally—and 
goes further to mean absolutely liking all 
patients. There is also the implication that 
liking is what “cures” the patient. The 
“have to” indicates that we are dealing with 
a compulsive facsimile of liking and not 
spontaneous liking. Absolutely or totally 
liking a patient is an impossibility and an 
evidence of sickness. If that analyst were 
asked “Do you feel you have to like every- 
body?” he would promptly say, “Of course 
not.” He would also say “No,” if asked 
if he felt he had to, or simply did, like 
sickness. 

Then how come he asks himself to like 
totally, people who are predominantly sick? 
Sickness is dishonesty to what is gen- 
uine. Sickness is aesthetically unattractive. 
Healthy people do not like dishonesty or 
ugliness. A more honest and accurate state- 
ment for an analyst to make would be, “I 
like him as a whole—not in spite of, but 
with what is sick in him.” In making such 
a statement you must attempt to identify 
specifically what it is you do like in your 
patient as well as what you do not. You 
many find, if asked to list what you like, 
that the list may be quite short and yet 
you feel you like your patient as a whole. 
At the time, or maybe only later, you will 
realize that what you based your liking 
on was on an intuitive feeling for his 
growing possibilities. 

Now about liking “curing.” Dr. Horney 
has in a number of places exposed the 
invalidity of what is concealed in this 
notion.24 The idea had been held that you 
give a patient love to make up for what 
he did not get as a child and that this is 
curative. In the first place, if you have love 
to give, you give it and don’t turn it on 
and off like a faucet. Secondly, you cannot 
make up for what he didn’t get. You can’t 
and neither can he. Your task is to help 
him to become more loving and get more 
and more in life as he lives it. The ques- 
tion then is not, “Do I have to like my 
patient?” but “Can I?” The crucial ques- 
tion in my decision is, “Do I feel I can 
work with this man and do I want to?” I 


may feel I can and still not want to and 
my decision to do so may be because I have 
a feeling of compassion for him. I see cer- 
tain things in him now that I like and as 
we have gone along I am seeing many more. 


LIABILITIES IN ANALYST FOR 
SELF-DIAGNOSING 


Concomitantly in his self-diagnosing an 
analyst would be asking himself, “What 
are my liabilities which indicate it would 
be wiser for me and this man that I not 
work with him?” They would be the feel- 
ings predominantly of “I can’t” and “I 
don’t want to.” Prompting such feelings 
would be limited interest in the problem 
the patient presented, predominant dis- 
likes over likes, not enough of a challenge 
or too much, not enough of a response of 
compassion or sympathy, too little hope of 
satisfactions to be expected from the work 
to be put in, limited results in working 
with such patients, and a voice that keeps 
saying “no” while you might be wavering 
or even be thinking your decision was 
weighted more on the “yes” side. Special 
factors might be the questions of time and 
fee and the drain that such a patient would 
be on you, and the adverse effect on your 
work with other patients. 

The space devoted to the analyst's diag- 
nosing of himself is much less than that 
devoted to his diognosing of his patient. 
This can be due only in part to my attempt 
to avoid repetition. I feel it has more to do 
with its being a new area of investigation, 
and a new way of looking at the role of 
the therapist and himself as an aspect of 
the therapeutic process. Also the language 
to formulate this process is not only dif- 
ficult in itself but also in its beginning. 
And then there is the difficulty of operating 
with a dualistic language to express unitary 
concepts. 


PROGNOSING Is DIAGNOSING FUTURE 
GROWING POSSIBILITIES 


It was not accidential that I said earlier 
that diagnosing is a process of evaluating 
growing possibilities in the past, the pres- 
ent and the future. It seems logical that we 
would want to know of past and present 
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growing possibilities for diagnosing, but I 
am not meaning a static past but a chang- 
ing past, as well as a changing present and 
future. This comes from the notion of an 
immediate, continuing present in which 
the past, present and future are coming 
more comprehensively into view in the 
present. It is only in the immediate now 
that what was unknown becomes known. 
And as more is becoming known our 
evaluations of growing possibilities in the 
past, present and future will be changing. 
The basis for diagnosing being a process 
and always being tentative becomes more 
evident and understandable. 

How come I have included future grow- 
ing possibilities in the notion of diagnosing? 
Because diagnosing is the central process 
of which diagnosing future growing possibi- 
lities is one aspect, which we name prog- 
nosing. This is another example of how a 
unifying hypothesis—growing—can bring 
out the connectedness of several apparently 
loosely or unconnected processes—diagnos- 
ing and prognosing. To help you become 
familiar with this way of thinking I shall 
speak of diagnosing future growing possibi- 
lities, meaning what you understand by 
prognosing. 

Osjectives Not GoALs IN THERAPY 


Diagnosing future growing possibilities 
is connected with what we refer to as goals 
in therapy. To me they are so intimately 
connected that the latter is but one aspect 
of diagnosing to which we give a different 
name. When we speak of goals in therapy 
we mean immediate and ultimate growing 
possibilities for this particular individual 
as an aspect of human growing possibilities 
in general. I feel it more productive to 
speak in terms of objectives rather than 
goals. The notion of goals often carries 
with it the notion of something out there 
rather than immediately here and now. 
Also it has implied the notion of ideals 
which has implicit in it the concept of 
absolutes and, with them, shoulds. 

Changing words, from goals to objec- 
tives, will not change a person’s needs to 
make shoulds out of both but I feel the 
notion of objectives does not lend itself so 
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easily to that tendency on the part of a 
patient, and I also feel it may significantly 
effect the analyst's ways of operating in 
therapy. Objectives bring in the feeling of 
steps along the way, immediately connected 
with the therapeutic process. Many of these 
steps have been within the range of therap- 
ists’ experience with patients or in them- 
selves. But actually there is only one ob- 
jective in therapy in the immediate con- 
tinuing present—namely, to help make 
known what is unknown, to help make 
conscious what is unconscious, to help a 
patient become aware of what he is un- 
aware. And in helping to make known 
what is unknown we are actualizing a 
whole range of objectives we may have 
tentatively set for ourselves in the early 
phases of our mutual work. 

What are some of the objectives we may 
have set for ourselves? As I outline them 
you will see that they are synonymous with 
a much broader concept of planning which 
frequently has been misunderstood. Too 
often it has meant some rigid, preconceived 
outline in the therapist’s head to which 
the patient must conform. As we know, 
patients have a way of rebelling against 
fitting into textbooks or what someone else 
preconceives for them. Such a notion of 
planning also is rigid, contains its own 
impossibilities and deals in the belief that 
predictions can be certainties, when the 
spirit of diagnosing is characterized by 
plasticity, tentativeness and a feeling for 
probabilities. The spirit of the planning I 
am suggesting is not that of following cer- 
tain rules, so that something should happen, 
but of doing what can be done now, so 
the likelihood of certain probabilities hap- 
pening might increase. 

What then are our objectives in planning 
therapy, starting with the more crucial and 
going to the more peripheral, which might 
be more urgent? The continuing, immediate 
objective we always have is to help to 
make known what is unknown in our pa- 
tients and in ourselves. An aspect of this 
is helping to make known what is un- 
known of assets and liabilities. These con- 
tinuing efforts aid in diagnosing and are 
therapeutic. While carrying on with these 
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objectives we may be focusing certain of 
our efforts on giving human help, building 
a relationship, allaying overwhelming anx- 
iety or trying to help a patient who is 
falling to pieces to become a bit more uni- 
fied. Other objectives might be helping a 
patient with a particular problem—such 
as whether, when and with whom he might 
start analytic work—or with a practical 
problem, like a decision to marry or a 
change in profession, or a psychological 
problem like an inhibition in work, or a 
recently manifested phobia. An objective 
you regularly have with each new patient 
is the clarification of your decision to work 
with him or not. Objectives may have to 
do with known past occurrences or im- 
minent possibilities. Your hope might be to 
prevent a hospitalization, to keep out of 
a hospital a patient who has been in one, 
once or several times, to mitigate the sever- 
ity of depressions or elations or to prevent 
a precipitous divorce, marriage, or breakup 
of an important business relationship until 
you and your patient can have a more solid 
and extensive basis for diagnosing the 
situation. 

Your objectives can be formulated in 
terms of our theory—namely, to strengthen 
assets and diminish liabilities, to under- 
mine pride and strengthen real selfness, to 
help work through basic conflict and major 
neurotic orientations toward life, and build 
the analytic relationship for its own sake 
and so it is strong enough for the patient 
to rely on in more trying periods or in 
working through basic and central conflict. 
Other concomitant objectives would be to 
help a patient become more connected with 
his feelings—the whole range of them—to 
help him become aware of and connected 
with his body, his organicity if you will, 
and to help him become aware of and im- 
prove his relations with others in his per- 
sonal and functional relationships. All 
along, one of your objectives is to educate 
your patient in self-analysis as a prepara- 
tion for another objective, the mutual work- 
ing toward the point of interrupting regular 
work. 

What I feel this concept of objectives 
does is to focus the attention of analyst 


and patient on the immediate continuing 
present and on the tasks immediately at 
hand. It does so in a sequence of their 
probable realizability. It also helps both to 
obtain a deeper and deeper feeling for 
beginnings and for what is immediately 
available and to focus away from endings 
and results on which neurotics tend to 
overfocus. It also helps both develop a 
feeling of process and of progressing from 
one objective to another and of knowing 
where they are in this process. Such a focus 
on work being done gives each a feeling of 
satisfaction from more immediate working 
together. There will not be a working and 
suffering toward some ideal goals which 
can lead to feelings of frustration and 
hopelessness in patient and analyst. With 
the focus on the immediate working to- 
gether in the continuing present, the mov- 
ing toward the fulfilling of growing pos- 
sibilities will be happening. From time to 
time the patient will report that this or 
that problem is much less or no longer 
present and that this or that which they 
could not do or enjoy they now can. The 
feeling that goes with such incidents is 
that of discovery and of a gift from emerg- 
ing growing possibilities. These happen- 
ings can and do occur because both patient 
and therapist are no longer focused on 
proving or improving but on the tasks at 
hand. Spontaneous emerging real selfness 
is the consequence, is what happens. 


AcCURACY OF DIAGNOSING AND THE 
Factor oF “CHANCE” 


Working this way and in this spirit, the 
analyst will be continuing with his diag- 
nosing of past, present and future growing 
possibilities in himself and in his patient 
and he will be finding the verification and 
the correction of his previously made diag- 
nosings with regard to the then future 
growing possibilities. This focus I am sug- 
gesting should not be interpreted to mean 
that analyst and patient constantly keep 
their noses to a grindstone, as it were. They 
look up from time to time to survey where 
they have been, are and might be going, 
and such a surveying should go on from 
the beginning through to the termination 
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of, and after, regular work. The possible 
accuracy of diagnosing future growing pos- 
sibilities in general depends on the com- 
petence of the analyst and the patient's 
ability to make available to the analyst a 
picture of his assets and liabilities in ever- 
increasing intensity and extensity. The pos- 
sibility of accuracy decreases to the extent 
that the therapist’s original misdiagnosing 
was greater, his patient could be less in- 
formative, and as the probability of events 
which could affect the lives of both could 
have been less known. This probability of 
inadequate information increases the fur- 
ther we get away from the individuals con- 
cerned, into their familial and working 
relationships, into the effects of societal, 
political, economic, cultural changes and 
of world trends. We also can become more 
aware of what was unknown in both ther- 
apist and patient only as we proceed from 
surface to depth in both individuals. In 
other words the weight of chance influences 
affecting a particular analysis steadily in- 
creases the less those factors could be known 
or influenced at the time of original diag- 
nosing. 

I am well aware of the misuses to which 
the notion of chance can be put. One group 
will misuse it as a justification for sym- 
bolically jumping into the lap of the Gods, 
for tenaciously clinging to a neurotic pes- 
simism or optimism, or as a basis for all 
manner of externalizations. Others will re- 
spond with abhorrence because of a need 
to hang onto a notion of self-sufficiency or 
that they are the masters of their destiny. 
We all have had many experiences with 
patients who insist that certain occurrences 
were matters of chance when we know how 
much they had to do with their coming 
about, and others who insist this or that 
was of their own contrivance when it was 
most likely chance. The fact is, chance, 
chancing and not chancing (which is 
chancing) are in the nature of living, no 
matter how sick or how healthy we may 
be. Angyal says, “What we call chance are 
not random happenings. They are only 
beyond the control and foresight of the 
individual. Chance occurrences, in spite of 
the fact that they are strictly lawful pro- 


cesses, are practically incalculable factors 
in the life history, because it is impossible 
to know all those external factors which 
may become relevant for a person’s life.% 

From experience—looking up from the 
immediate task of a particular analysis and 
making a survey—we know there are some 
facts which influence the course of an ana- 
lysis and change the original diagnosis for 
better or worse. The discovery of resources 
of physical and psychic vitality, and maybe 
hope, which the life history had not re. 
vealed would have a positive effect, while 
the sudden manifestation of the effects of 
an old injury or the rupturing of a silent 
gastric ulcer could do the opposite. These 
chance factors are more frequent in the 
individual’s environment. An unexpected 
opening of a better job opportunity, the 
changing of a law increasing benefits or 
diminishing burdens, or the termination of 
a war all could give an individual an added 
lift. Being struck down by a reckless driver, 
the sudden illness of a wife with an un- 
known or untreatable malady, or an 


economic depression could have most dis — 
ruptive effects. The death of a parent ora — 


child whose illness had been an emotional, 


physical and financial drain could have ~ 
both negative and positive consequences, 
immediately and ultimately. Much would © 


depend on how far along in analysis the 


patient was. If it occurred early it could ~ 
be devastating, and if much later, after the © 
initial impact, it might make it possible — 
for that person to devote himself more to 
his own problems. Finally, the chance fac 
tor may have operated in his finding the — 


analyst he wanted to work with, who was 


available at the time he wanted to and — 


who felt he could work with him. 


Again, chance factors occur more often — 


in the analyst's environment than in him- 
self. Those in himself are mostly related 
to unexpected, adverse, internal physical 
occurrences, but there are those in himself 
which he couldn’t have known because of 
his neurotic involvement. Neurotic optim- 
ism early in analysis can be helpful but 
also have the adverse effect of pushing a 
patient too: hard. When legitimately to-be- 
expected periods of difficulty do occur, such 
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an analyst may be in for a very disturbing 
time of it, as may his patient. Neurotic 
ism in an analyst can be quite a 
drain and quite defeating to a patient. For 
a time the patient may experience it as 
cautiousness and it may also help to keep 
a patient prone to elations, with his feet 
closer to the ground. Mutual agreement on 
termination may occur where the analyst 
has been neurotically optimistic but, in fact, 
the results will be far short of what either 
believes to be the case. Termination unila- 
terally, or on a basis of mutual disagree- 
ment, more often occurs where neurotic 
pessimism has prevailed. I have seen in- 
stances of both in which the actual results 
of therapy were about the same. When 
therapy was resumed with another analyst 
the optimistic patient often feels that 
maybe he didn’t get as far as he thought 
and the pessimistic patient begins to feel 
that maybe he got a lot more than he be- 
lieved. My point is that in a therapy which 
is still so much art, in which the personal 
factor in patient and therapist is so large 
and where sufficiently clear-cut criteria 
as to results are not available, humility and 
caution are essential in evaluating the re- 
sults of another therapist. It may be years 
before the patient or the therapist can have 
a solid basis for evaluating the actual results 
of a particular therapeutic endeavor. 
There are some other problems in the 
therapist which may interfere with the ful- 
fillment of growing possibilities. He may 
not be able to stick with an analysis which 
turns out to be too difficult and painful for 


him or longer than he anticipated, or he 


may not be able to admit he can’t take it 
and was in error in his original evaluation. 
Sometimes in the latter instance he works 
through his personal problem, although at 
a cost to his patient. At other times the 
patient breaks off the therapy. A bad start 
may so throw an analyst off that he cannot 
get the analysis back on the track. Such a 
situation can be saved if he can ask for 
help, but if he cannot both he and his pa- 
tient suffer. Because of inexperience and 
other pressures he may have taken on too 
many patients, too many very sick patients, 
or too many from whom he derives too little 


satisfaction. This situation is not rare. 
Some therapists grow in working their way 
out of such a situation and with others it 
has a quite retarding effect on their growth. 
As analysts develop they become clearer in 
their interests, may want more free time for 
a number of reasons and have greater op- 
portunities for selecting their patients. The 
load of previous misjudgments can have 
varying adverse effects on them and they 
can also grow through them. We can all do 
only as well as we can. The knowledge that 
these things do happen may help therapists 
to choose more carefully and wisely. Such 
information cannot and has not protected 
anyone from making his measure of mis- 
takes, but it can have the effect of reducing 
the number of unnecessary ones. 

A chance factor in the analyst’s environ- 
ment which could act as an asset is the ac- 
cident of having had a number of patients 
referred to him with whom he finds it 
congenial to work. The continued health 
of his family would leave him that much 
more of his energy and time to devote him- 
self to his own growth and to his work with 
his patients. The opportunity to complete 
his training and develop his experience as 2 
therapist is one often thought about now- 
adays. The relative absence of these and 
the presence of their opposite would cer- 
tainly affect the feeling for and the de- 
velopment of growing possibilities in him- 
self and affect his diagnosing of his patients. 
Finally, some of the more important factors 
in his environment in which there can be 
varying degrees of chance affecting him 
positively and negatively are, or have been, 
his experience in his personal analysis, in 
his training, the status of the school in 
which he was trained, and the time in the 
evolution of psychoanalysis when he be- 
came identified with it. 


SUMMARY 


An historical survey of the meaning of 
diagnosis and prognosis in medicine, psy- 
chiatry and psychoanalysis was made. De- 
finitions of diagnosing and prognosing, 
based on advancing psychoanalytic theory 
and therapy, were suggested. The unifying 
concept in these definitions was growing. 
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Instead of the static concepts of force and 
potentiality, the process concepts energy 
and possibility were used. Energy is mani- 
fested in the forms of assets and liabilities, 
in rational and irrational patterns of inter- 
grating. Growing possibilities are expressed 
in and determined by energies in these 
forms. Therapy is a process of energy trans- 
formation. The paper showed how diagnos- 
ing involved patient and analyst as two 
aspects of a single process and that growing 
possibilities are determined by assets and 
liabilities in each and in their environments 
in their past, present and future. Prognos- 
ing is considered as a special name for 
diagnosing future growing possibilities. The 
meaning of objectives in therapy, as dif- 
ferent from the notion of goals, was pre- 
sented. The connection of objectives with 
the analysis of the continuing immediate 
present was discussed. Unitary process 
thinking was used and developed through- 
out. 
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NEUROTIC ATTITUDES TOWARD RELIGION 


Jack L. Rusins 


: OVER-ALL purpose of this paper is to 
examine the relationship between per- 
sonality and religion. There is indubitably 
a resurgence of interest in religion in 
America at present. A recent survey has 
shown that membership in churches of all 
denominations has risen almost seventy per 
cent in a generation, outstripping the 
population increase by two to one. This 
trend is rooted in numerous social, political 
and personal conditions peculiar to our 
present culture and it offers the oppor- 
tunity, even the obligation, to consider 
some of the personal motives contributing 
to it, among which are both healthy and 
neurotic. 


DEFINITION OF RELIGION 


During psychoanalysis questions relating 
to the patient’s religion are brought up and 
must be analyzed. Sometimes these attitudes 
may be expressed early in the analysis, even 
appearing as a major and immediate prob- 
lem. Sometimes they may not be brought 
up until the analysis is well under way. Or 
they may be mentioned casually and early 
as constituting a problem, then dropped to 
be worked on much later. Finally, there 
may be a complete lack of mention of re- 
ligion, which might indicate an emotional 
avoidance, which the analyst might profit- 
ably question. As with most concrete or 
situational problems brought out in analy- 
sis, the patient is usually unaware of its 
many facets, the feelings underlying it and 
of his symbolic use of it. 

The emotional charge invested in re- 
ligious feelings is often very great, whether 
this be applied toward acceptance or rejec- 


tion of religion or avoidance of awareness 
of it. In some instances the individual may 
have herein crystallized crucial conflicts and 
solutions of his neurotic character structure. 
Here we may find expression of his entire 
relationship to other close significant figures 
in his environment, to society, and espe- 
cially to himself, to his inner feelings, their 
reality and closeness to him. 

Since we are using the word in our title, 
it behooves us to consider what is meant 
by religion, and in so doing to fix the limits 
of this paper. It is a difficult term to de- 
fine. Indeed, in the voluminous literature 
there are almost as many definitions as 
authors, although most have certain ele- 
ments in common. When two people dis- 
cuss their religion they may be using the 
same terms to express different things. The 
definition used depends on the level at 
which we approach the subject. 

At one level the distinction can be made 
between objective religion—the denomina- 
tional, organized “Religions,” with their 
dogmas and concepts of God—and personal 
or generic or natural religion. Here the 
distinction is based on the presence or 
absence of a recognized, sectarian creed. At 
another level, we might distinguish between 
conceptual, intellectual religion (belief), 
emotional religion (faith), and behavioral 
religion (ritual). Most published definitions 
differ according to which of these elements 
the author emphasizes. 

At a third level we can consider sub- 
jective religion as the personal meaning 
given to any religious tenet, regardless of 
how it may be objectively given or phrased. 
To the semanticist, this would correspond 
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to the intensional as contrasted with the 
extensional meaning. It is with this third 
aspect that we are concerned here. We are 
not considering denominational religion as 
such, except to the extent that current 
religious custom may predispose to personal 
emotional conflict, or may become the ex- 
ternal focus of inner conflict. 

In analysis when a person brings up his 
religion at different times, the same ex- 
pressions may have different connotations, 
depending on the vantage point within his 
personality from which he is looking. The 
factors which make for such differences are 
numerous. They include such questions as 
the semantics of definition as related to 
meaning, the nature of the symbolic proc- 
ess in the individual representation of ideas, 
variations in meaning which culture and 
usage may stamp on religion at particular 
times and places, difference in personality 
among individuals and the conditions which 
make for such differences, the changes 
taking place in any one person’s person- 
ality and the dynamics thereof, and others. 
Although we feel that consideration of all 
these issues is necessary for a more com- 
plete understanding of the relationship 
between personality and religion, this pres- 
ent paper will be primarily devoted to 
clinical observations and discussion as to 
how religion may enter into neurotic de- 
velopment, and to what might constitute 
neurotic attitudes toward religion. These 
may serve to emphasize that there are posi- 
tive aspects of and healthy attitudes toward 
religion, which will be discussed in a later 
paper. 


RELIGION AS A FUNCTION OF PERSONALITY 


Our thesis is, in effect, that a person’s 
attitude toward religion—and here we in- 
clude his notion of God, the nature of his 
faith, his observance of ritual, in other 
words the combination of intellectual, emo- 
tional and behavioral religion—depends on 
what transpires within his personality. Re- 
ligion will serve to satisfy emotional needs, 
healthy and neurotic; it will be the vehicle 
of expression of particular pride-invested 
neurotic traits, of inner conflicts and solu- 
tions to those conflicts, just as other spheres 
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of living will serve the same purpose. So 
that although religion may have special 
qualities inherent to its nature which may 
cause it to become imbricated in neurotic 
development in particular ways, feelings 
about religion cannot be compartmentalized 
and dissociated from other activities. Fur- 
thermore, as psychoanalysis shows, attitudes 
about religion will change in accordance 
with basic intrapsychic changes and move- 
ments. 

One woman expressed this by saying, 
“You come to terms with your religion as 
you come to terms with yourself.” Since in 
our society we are born with some religious 
denomination, one’s attitude toward his 
religion may likewise express his degree 
of acceptance or rejection of himself or of 
personal qualities he has associated with it. 

Whatever any particular given religious 
dictate may express in reality, it will be 
given an emotional value in accordance 
with the personality constellation at that 
time. The “Thou Shalt” might be experi- 
enced in different ways and with degrees of 
force along a gamut, perhaps from extreme 
coercion to necessary discipline to friendly 
advice to feeling lost without it. One indi- 
vidual may feel his observance of ritual as 
an absolute command, under threat of some 
vague punishment if he does not obey. A 
second may do so when daily duties permit, 
taking into account his obligations to his 
family and to himself as well as to his reli- 
gious precept. A third may do so with feel- 
ings of pleasure and enjoyment, of esthetic 
and spiritual beauty. A fourth might experi- 
ence it as an escape from a depressing or 
monotonous routine of reality. Any of 
these attitudes might indicate degrees of 
health or of neurosis; it must be assessed in 
terms of the entire personality. 

In analysis, however, we see some atti- 
tudes which are more likely to be neurotic, 
that is, the result of compulsive inner moti- 
vations. These constitute religion as a 
“Sunday emotion” rather than as a genuine 
spirituality. There is the narcissistic indi- 
vidual, who has a need to give the appear- 
ance of perfection, who may ostentatiously 
practice to impress others. There is the man 
who has pride in being the good son, who 
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may continue the ritual taught by his par- 
ents as part of that pride, although he may 
have little desire to do it for himself. Or 
the person who experiences life as a per- 
petual trade, where everything must be 
bargained for, as in Erich Fromm’s “market- 
ing” orientation,* who will practice religion 
in exchange for expected benefits. There is 
the person who, alienated from his own 
inner faculty for self-direction, needs to fol- 
low others, whom David Riesman has so 
well described as the “other-directed” indi- 
vidual*; he may practice religion or have 
his children do so out of that need with 
little conviction of his own. We also see the 
dependent, overcompliant person who can- 
not take responsibility for himself, and who 
will look to religious authority or Divine 
will to be responsible for his life. 

These examples are descriptive and do 
not illustrate the dynamics involved in such 
attitudes, nor how they might develop. This 
will be more clearly seen in the following 
instances. 


EXAMPLES OF RELIGION ENTERING INTO 
Neurotic DEVELOPMENT 


These examples have been selected from 
patients in analysis at least three years in 
whose life religion played an important 
role. The material has been summarized 
and the presentations here have been so 
drawn as to emphasize the religious aspect. 
The patients are of all the various denomi- 
nations most frequently met in our Ameri- 
can culture. 

In the first case, a conflict about religion 
was brought in as a presenting problem and 
has continued to be an important theme 
running through many topics and relation- 
ships during the analysis. This is a twenty- 
eight-year-old woman, who came into analy- 
sis because of general anxiety and numer- 
ous phobias. She was unable to leave her 
home alone or travel without developing 
severe anxiety. She had a fear of death and 
illness, with a hypochondriacal exaggera- 
tion of minor pains. She had especially 
severe anxiety on entering church, funeral 
parlors, or generally places where religious 
services were being held. 

She was raised in a home in which reli- 
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gion was part of the cultural-family tradi- 
tion, although neither parent practiced to 
any extent. Emphasis was always placed on 
absolute obedience to religious precepts, 
with numerous taboos and fear of Divine 
or parental punishment if she transgressed. 
Little attention was given to the humanistic, 
ethical aspects of her religion. Her mother 
was a chronic invalid, a pseudo-compliant 
person, using a martyr attitude as a means 
of ensuring her daughter’s obedience. Her 
father was disinterested in her except in her 
doing what was “right.” Otherwise he 
showed little affection, resignedly carrying 
out his duties as breadwinner. 

She became extremely self-effacing and 
morbidly dependent, conformist to the pre- 
scribed mores, and out to be the perfect 
daughter, churchgoer and, later, the perfect 
housekeeper and mother. Her symptoms be- 
gan to appear during her late teens, when 
she met her husband-to-be, after having 
never been permitted any social contacts 
previously. Before entering analysis, she 
had been unable to practice her religion 
for about five years. 

During the first year of analysis her fre- 
quent references to God were usually in 
such terms as the Eternal Judge, Punisher 
of Sins, etc. She felt that religious confes- 
sion was impossible both out of shame and 
fear, because of vague sins. For a while she 
felt hopeless, that she could never be for- 
given. As she began to feel freer to express 
herself in analysis, while also becoming less 
submissive to her family, she began to refer 
to God as being Merciful, Forgiving, and 
terms in this vein. After three years of 
analysis, she was able to attend a funeral 
service, still with some anxiety, and there- 
after decided spontaneously to attend Mass. 
She passed through stages of mild acting- 
out rebellion, doing the opposite of what 
she might be asked, and not caring what 
penance she might receive after confession; 
then through feelings of hostility toward 
her parents and religious authority, assert- 
ing herself in fantasy rather than action. 

As she has been coming to feel closer to 
her family, more sympathetic toward her 
parents and siblings, doing things for her- 
self which she has always feared they would 
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disapprove of, she has been finding her 
religious practices which she hated for a 
time, a common bond among them. She 
now attends church, not feeling she has to, 
but deriving a sense of communion from it. 

In this case a conformist attitude toward 
religion was dictated by a neurotic com- 
pulsive compliancy. In religious authority 
she crystallized her own inner authority 
directed toward repression of any self-asser- 
tion; the fear she experienced was the threat 
of her own self-hatred if she questioned 
this. As she began in analysis to distinguish 
the irrational authority she had external- 
ized, she could move from her dependency 
toward a more self-directed assertiveness. 
Only then was she able to assess her reli- 
gion for its positive values to her. 

The second example in some ways re- 
sembles the first, although the role of reli- 
gion differs dynamically. 

This is a thirty-year-old man who came 
to this country as a child. Religion was 
important in his home but as only one of 
the many cultural traditional standards and 
values which were insisted upon as being 
essential to proper existence. His father was 
away from home most of the time before 
their immigration. After that he settled 
home until the patient’s late adolescence, 
when he left his family during a terminal 
illness to return to his native land. The 
patient recalls this period of home life as 
one of constant conflict between parents. 
He sees his father ambivalently, as a dis- 
tant, fearsome, awe-inspiring kind of hero, 
yet who would show affection and indul- 
gence, whom he loved and admired. His 
mother he describes as domineering, pre- 
tending love for her children, deriving her 
power from holding up the absent father 
as example. He always resented having to 
submit to her, yet admires her resourceful- 
ness. As a child he practiced religion faith- 
fully as he was supposed to. He attended 
a parochial school restricted to children of 
his nationality. 

In this conflict-ridden framework, he be- 
came quite self-effacing very early, then 
gradually shifted to a kind of resignation, 
rebelling in fantasy. These fantasies often 
had a religious content or tone. During 
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early adolescence he began to experience 
conflict about school, feeling that he wanted 
and needed the discipline, yet also resent- 
ing it. His church attendance changed from 
a regular one to an irregular but more fre- 
quent one. Whenever he felt rebellious or 
upset, he would pray to find peace and 
freedom. At the same time, he would ex- 
perience a tremendous enjoyment in the 
esthetic beauty of the church atmosphere 
and rituals. These attitudes toward religion 
have persisted until the present. 

In his analysis, he has gradually been 
bringing his many levels of inner conflict 
closer to himself, becoming more involved 
in them. His predominant tendency has 
been to externalize, to blame his strict 
standards on his family and national back- 
ground. Although still strongly governed by 
these standards, with increasing awareness 
of his own constructive capacities, he has 
been coming to question some of them. 
And with lessening disturbance at experi- 
encing inner conflict, his attitude toward 
religion has been changing. He practices 
less faithfully, but with positive spiritual 
feeling for it. He emphasizes more the 
beauty of his practice, rather than its use 
to escape from the responsibilities and diffi- 
culties of life. 

In this patient, religion became incorpo- 
rated early into the pattern of stringently 
imposed standards upon a compulsively 
compliant child. With a shift toward resig- 
nation to avoid growing inner conflict, his 
religion too became part of that solution, 
a means of defense. During analysis, when 
other auxiliary defenses against the anxiety 
of experiencing conflict came out, religion 
was seen to be included in these: the ap- 
peal to magic as a means of achievement, 
the claim for results without effort or re- 
sponsibility, the claim for special considera- 
tion, all justified by invoking the omnipo- 
tent Deity rather than himself as agent. 
However, along with these neurotic traits, 
basic constructive qualities were also crystal- 
lized in religion: freedom from shoulds 
and standards, whatever ability he retained 
to experience real feelings, the capacity for 
enjoyment, and finally the first wedge to- 
ward feeling closeness to others. 
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A third example illustrates how religion 
may enter into the personality structure of 
a chronically rebellious individual. This is 
a twenty-three-year-old girl, who came into 
analysis because of depressive feelings, fol- 
lowing an abortive suicidal attempt. She 
had a history of asthma and multiple aller- 
gies for about five years before. She recalls 
that her father, although strict in imposing 
orthodox religious practice, was otherwise 
liberal, permitting disagreement in most 
other areas. Strict ritual was an accepted 
part of her home life. In fact the Sabbath 
observance was a welcome change from the 
weekly routine and the one occasion for 
closeness and warmth in family relation- 
ships. Her mother she sees as a demanding 
person, constantly pushing her to do bet- 
ter in school, in appearance, in achieve- 
ment and holding up the other siblings as 
examples. As a result, she usually felt in- 
adequate or unable to do anything. Mother 
was not emotionally close to her and showed 
little understanding of her problems, so 
there was little mutual confidence. In fact, 
the expression of emotion was frowned 
upon, considered wrong and weak. 

Outside the home, her religion brought 
conflict both with her girl friends of other 
faiths who made up the bulk of her neigh- 
borhood friends, and in school with friends 
of her own faith who ridiculed her ortho- 
doxy. She learned quite early to disagree 
automatically with whatever she was told to 
do or be, then usually ended up doing it 
with feelings of resentment. This pattern is 
evident in her relationships at present in all 
areas except her religious practices, which 
she feels are not imposed on her. 

In high school she began to have fan- 
tasies of returning home as an adult and 
showing her parents and friends her suc- 
cess. She decided to become a physician 
partly with this in mind, partly out of de- 
fiance of her parents’ wishes for religious 
training, partly to satisfy her mother’s em- 
phasis on scholastic achievement. But she 
met an understanding teacher who influ- 
enced her into giving up her medical aspi- 
rations and becoming a parochial school 
teacher. She obtained both her secular and 
religious college degrees, and is now teach- 
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ing, after having married a minister. 

In analysis she has been becoming aware 
of this extreme sensitivity to whatever she 
feels is coercion, of this pattern of rebel- 
lion-submission as related to her feelings 
of depression and somatic symptoms, of her 
needs to dominate, generally repressed but 
coming out where fear of criticism or dis- 
approval are not prominent. During the 
first year, her frequent references to God 
were in such terms as All-kind, All-generous, 
All-good. Becoming aware of her own ag- 
gressive trends, this vein changed to such 
qualities as All-powerful, -just, -demanding. 
In her theological training, she has had 
great difficulty in understanding or accept- 
ing notions of God either in abstract, meta- 
physical terms, or in transcendent, omnipo- 
tent terms, and feels anxious during such 
explanations. Thus, she felt a need to seek 
rational, humanly-possible explanations for 
all the so-called Divine miracles. 

In this patient, religion became part of 
a set of extremely high, perfectionistic 
standards. It became exempt from the feel- 
ing of coercion related to other spheres, in 
part because rebellion was least possible in 
it, partly because it represented one area 
where positive feelings, softer emotions and 
close relationships otherwise objected to, 
could be expressed. In the analysis, it has at 
different times symbolically represented 
compulsive compliancy, neurotic shoulds 
and standards, rebellion both healthy and 
neurotic against them, and genuine feelings. 

The fourth example is a twenty-seven- 
year-old man, who came into analysis feel- 
ing generally aimless, confused as to his 
goals in life but definitely dissatisfied with 
his present condition. Although a college 
graduate, with above-average intelligence, 
he was unhappily working as a shipping 
clerk is his father’s large concern. He did 
not consider himself religious and had 
not attended religious services since his 
adolescence, but he felt more confused 
about his feelings in this area than in oth- 
ers, since this question gave rise to periodic 
arguments at home. 

His background shows his parents to 
have been divorced when he was ten, and 
he thereafter lived with his father and 
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a series of relatives or governesses. His 
father is described as extremely domineer- 
ing, brooking no disagreement, and im- 
posing his own concepts of right and wrong. 
He valued success, money and reasoning 
as the only answer to any problem, and 
the way to happiness, giving his own finan- 
cial success as example. The showing of any 
spontaneous emotion was criticized. Anger 
was punished, tears laughed at as sissyish. 
Yet he insisted on his sons showing him 
affection on demand, with such suggestions 
as to think about him at certain times dur- 
ing the day. There was no open expression 
of affection between them, although the 
patient would write frequent notes to his 
father about how much he loved him. 

Early in analysis the patient felt equally 
confused about his mother, his only definite 
notions about her being what his father 
had told him. This second-hand feeling was 
a contempt for her emotionality, her pas- 
siveness, and her liberal thinking. Later he 
began to recall her as a human being, with 
details of their relationship. Although his 
father emphasized their Jewishness with 
pride, he only attended religious services 
once yearly, on the high holy days as being 
in proper form. One of the patient's earliest 
memories is of being slapped by his father 
when he remarked he did not like to be 
Jewish since it meant being different from 
other boys. He continued to carry out this 
once-yearly observance until he was adult 
because father insisted it was right. But 
after marriage he began to question why 
he was doing it, since he had no deep feel- 
ing for it himself. This led to arguments 
with his father, one of the few areas where 
such were possible, usually followed by his 
giving in and by feelings of discontent. 

In analysis he showed himself to be nar- 
cissistic, but really confused as to his own 
worth and abilities, fluctuating between 
highs and lows of self-esteem: sure of 
achieving prestige and financial success 
without effort, but actually with a per- 
vasive inertia; bent on avoiding awareness 
of inner conflicts and feelings which re- 
sponsibility and independence would en- 
tail; having to conform to what others 
would consider proper, with a severe aliena- 
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tion from his own self-directiveness, and 
with a strong compulsive intellectualism 
and belief in the supremacy of the mind. 

He discussed his religious difficulties as 
a problem early in analysis, then dropped 
it for about a year until the usual argu- 
ment about the holidays when it was fol- 
lowed by some anxiety. Finally, he brought 
it up at greater length during the third 
year, when he was beginning to be able to 
look at his own inner conflict. The second 
year, out of defiance, he did not attend 
services, but the third year he did so, with 
a feeling that he wanted to rather than 
because of what “others” would say. 

In this case, religion came to be a part 
of a general conformism and external living, 
with a loss of personal feelings about it as 
part of the greater loss of self-identity. 


Orner Neurotic ATTiIruDES TOWARD 
RELIGION 


Space does not permit a more detailed 
exposition of many other neurotic attitudes 
toward religion, and ways in which religion 
may become imbricated in the neurotic per- 
sonality, but a few may be mentioned as 
being seen with some frequency. For in- 
stance, one patient with intense and gen- 
eral abused feelings toward everyone, de- 
rived from unconscious claims he was mak- 
ing on life, had given up his religion be- 
cause he felt God did not bestow on him 
the goods he felt entitled to. 

Another individual externalized a severe 
hopelessness onto religion, rejecting any 
religious belief with the idea, “how can 
anyone believe in a God who permits so 
many bad things to happen and offers so 
little hope for good things.” His hopeless- 
ness was despair at feeling aliveness in 
himself, which at the same time would 
cause anxiety if it came into his awareness. 
After two years in analysis, still keeping 
his feelings distant from himself, he stated 
he could see intellectually how friends of 
his could possibly be interested in joining 
a religious social center. 

Another frequent attitude is to place 
religion in one hermetic emotional com- 
partment and secular activities in another. 
Often there is little awareness of the dis- 
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crepancy. It is part of an overall facade 
of unconscious pretense. Sometimes it might 
be more or less conscious, with a feeling 
of putting over something on the world 
and on God, with a certainty that no matter 
how omniscient He is, He can never dis- 
cover what is being done. This compart- 
mentalization is one factor which, for ex- 
ample, will permit one man to attend serv- 
ices regularly and believe God is Justice, 
. but to tyrannize his family without seeing 
any contradiction. 


Facrors TO BE CONSIDERED IN RELATING 
RELIGION TO PERSONALITY 


Modern psychoanalytic theories ascribe 
different roles and different degrees of im- 
portance to the external, cultural factors in 
the neurotic process. Freud interpreted neu- 
rosis as the result of conflict between bio- 
logically fixed instinctual drives and the 
restraints of parents and society. Religion 
was one way of handling this conflict and 
the anxiety derived from it. The adults’ 
attitude toward God was seen as the repeti- 
tion of a distorted childhood attitude to- 
ward the physical father. Ernest Jones 
paraphrased this well by stating that “re- 
ligion is the dramatization on a cosmic 
plane of the emotions and fears which arose 
in the child’s relation to his father.” ® 

Sullivan and his school emphasized the 
importance of the cultural factors in their 
conception of neurosis as distortion of inter- 
personal relations. The self develops as a 
series of reflected appraisals of others. In 
the adult, healthy or neurotic behavior is 
determined by the handling of and reac- 
tion to attitudes of others.” 

According to Horney, the elements which 
make up inner conflicts are as much intra- 
psychically generated as they are the reflec- 
tion of similar contradictions in our so- 
ciety. Neurosis is seen as generated in 
childhood because of external factors (pa- 
rental attitudes and cultural conditions 
passed on through parents) to which the 
child reacts in a particular way, but which 
becomes an autonomous intrapsychic proc- 
ess. It results in personality development 
away from the individual’s real self, with 
its healthy or genuine capacities. This oc- 
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curs both in a chronological, historical 
sense (vertical) and in a cross-sectional 
(horizontal) sense of personality develop- 
ment, as movements to avoid the anxiety of 
conflict between coexistent, incompatible, 
compulsive emotional needs, character traits 
and unstable solutions. But at any moment 
there is a constant interplay between the 
individual and his environment, wherein 
these elements may be reinforced or other- 
wise altered by external factors. 

Therefore, in discussing how religion 
may become interwoven into the fabric of 
the neurotic personality structure, it is 
necessary to keep in mind that there are 
three issues concerned: religion, the neu- 
rotic personality, and the relationship 
among them. Are there any qualities or 
concepts inherent in modern religion which 
might produce or aggravate preexisting con- 
flict, or favor the externalization of such 
conflict? 


ConFLICT-PRODUCING PossIBILITIES 
IN RELIGION 


In our culture, religion has come to as- 
sume the function of a social structure, as 
well as that of bearer of the God idea, with 
all the particular attributes theological 
usage has given Him. The individual may 
find sources of confusion in both or either 
of these functions. 

For instance, the distinction many indi- 
viduals make between practical, concrete 
religion—the required observance and rit- 
ual, the methodology, the organization— 
and abstract religion—the conception of 
God, the underlying moral-ethical princi- 
ples, the degree and kind of faith—may be 
one source of conflict. A question people 
often ask is, “Can I be a good Christian 
(or Jew) without attending religious services 
regularly or carrying out certain rituals?” 
To be “good” religiously is felt to be equiva- 
lent to carrying out required observances. 
Religion often comes to be synonymous 
with ritual, the underlying philosophy is 
taken for granted or thought not to exist. 
God just is. When the inadequacy of ritual- 
istic religion might come to be experienced, 
anxiety or confusion might result. 

The making of such an artificial dif- 
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ferentiation is partly the result of the over- 
emphasis the individual is commonly taught 
to place on practice. It is not unique for 
religion, but is part and parcel of the gen- 
eral overevaluation society places on ex- 
ternals and appearances. 

A second source of conflict, particularly 
characteristic of religion in this country, 
might be subsumed under the heading of 
old-world versus new-world influences. It is 
felt as the contrast between the traditional 
and the new, the known and the less 
known, the imitative and the original, be- 
tween fundamentalism and modernism It is 
vital and personal for many persons in 
their individual or community life, subtly 
or overtly, in various forms. For one it could 
be the question of parental attitudes to- 
ward religion instilled into him as a child 
and no longer applicable as an adult. For 
another the problem could be one of inte- 
gration into a larger, religiously heteroge- 
neous population, in which he finds him- 
self different, his accepted customs incon- 
gruous. It can be no less a source of dis- 
comfort whether the previous religion is 
given up during assimilation, modified by 
smoothing out differences, or continued as 
learned by tradition. However, the evolving 
forms of religious belief in this country 
would indicate a move toward its resolution 
at least as a social problem. In effect, the 
growth of religious groups of lesser de- 
grees of orthodoxy is the expression of a 
coming to terms between these influences. 

Another possible source of conflict is re- 
lated to religion as carrier of the theistic 
concept. This concept contains within it 
possibilities of an authoritarian compulsive- 
ness. Perhaps this can be more clearly seen 
from the historical development of mono- 
theism. Primitive agricultural tribes had to 
accept the figure of God without reserve. 
Their lives were thought to be dependnt 
upon it when His favor meant the difference 
between living and starving. Then the Mo- 
saic God, although protecting His people, 
was also described as a retributive figure, 
necessary to punish those who transgressed. 
Christianity and Islam see Jesus and Mo- 
hammed as supplementing Deity. In them, 
attributes such as love, mercy and goodness 
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have been emphasized, leaving those like 
sternness, justice and retribution to the 
higher authority. In other words, in this 
evolution, although qualities pertaining to 
Divinity were modified, and even ques- 
tioned, His omnipotent and punitive au- 
thority was not. 

Historically, when each of these new re- 
ligions arose, with beliefs differing from the 
pre-existing ones, and when it was main- 
tained in spite of opposition, then faith in 
a transcendent protective-punitive power 
has tended to become a necessity to ensure 
the continuation of the newer group. Thus, 
at the same time that faith may serve as a 
means of survival, it can assume an intense 
dynamic power over the group and indi- 
vidual, so that it can be given up only with 
difficulty. Religion may then become as 
much the expression of internal necessity 
as a reaction to external conditions. That 
this may have been so does not deny the 
beauty and richness of any religious ideas, 
nor the constructive factors which also may 
have pushed men to adhere to it. Rather 
this compulsive quality would seem inher- 
ent in formal religion as intermediary be- 
tween the individual and his God. 

Compulsivity may be defined psycho 
logically as “the opposite of spontaneous 
wishes or strivings, determined by inner 
necessities of neurotic character structure, 
which must be abided by in disregard of 
one’s best interests lest he be torn by inner 
conflict, incur anxiety or be overwhelmed 
by guilt feelings.”® As we have used it 
above, it refers to the feeling of exigency 
related to external danger, but which may 
then become internalized. This compuls- 
iveness possibly going with the adoption of 
new religions is analagous to what occurs in 
early neurotic development. Oppressive con- 
ditions, in which the child seeks some means 
of surviving as an individual being, may 
cause him to develop restrictive attitudes 
toward himself. These then may become a 
self-perpetuating force in the form of inner 
dictates which he must later follow under 
threat of anxiety, even though the external 
provocation no longer exists. 

Many thinkers have pointed out this sur- 
vivalist value of religion, often still felt to- 
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day where religious minorities exist, but 
have not taken into account this underlying 
need to maintain it. In a recent discussion 
of the post-war religious revival, Will Her- 
berg stated, “A high regard for religion as 
an instrument of group survival is worlds 
apart from authentic religious conviction, 
and may even stand in opposition to it.” 1° 

Another conflict-producing quality in- 
herent in theism might result from the 
idealization of Divine attributes. Theistic 
philosophy has generally followed two ori- 
entations: a naturalistic, humanistic one 
and an idealist, more formal, more authori- 
tarian one. The naturalist theologian sees 
human activity and natural phenomena as 
the expression of a kind of spiritual force. 
Religion would be the concretization of 
this force and, therefore, a form of ex- 
pression of Man's “natural” needs. The 
criterion of the best existence would be the 
perfect integration of the individual with 
his natural environment. Religious faith 
would be then an indication that such a 
harmony had been attained. 

The idealist view claims that every indi- 
vidual contains within himself an ideal 
man, which he attempts to attain, religion 
being the way of doing so. This ideal has 
God-like attributes, and the closer one 
comes to reaching it the closer he comes 
toward meeting God. Both philosophies 
postulate the existence of God, but differ 
in their notion of His nature. In the final 
analysis, these criteria are human interpre- 
tations of what God and Man should be, 
reflecting the ideal standards of society. 

To the psychologist the important thing 
is not whether God is seen as natural es- 
sence in phenomena, or perfect living Be- 
ing, but rather the profound psychological 
element common to both these viewpoints. 
This is the striving to attain the idea. Not- 
withstanding that this perfection is a theo- 
logically-ascribed Divine attribute, Man ex- 
periences God as representing a sum of 
ideal qualities and his faith is the way of 
feeling the intense dynamic force of this 
striving to attain the ideal. 

Another aspect of religion which might 
give rise to conflict is the theological con- 
cept of God as transcendent, which implies 


both a surpassing of any human achieve- 
ment and infinitude or _limitlessness. 
Whereas perfectionism implies some kind 
of imaginable limits, this transcendent 
quality carries a feeling of more-than- 
humanly-possible. Even perfection seen in 
another—in this case, God—admits the 
possibility of competition, the possibility 
of attaining or overtaking the ideal that 
Divinity symbolizes. In relating to tran- 
sendence, the individual is forced to face 
a never-attainable ideal, forced to face ac- 
ceptance of a secondary role. Whereas the 
neurotic might react in one way to per- 
fection seen in others, awareness of poten- 
tiality admittedly beyond any possible 
achievement of his own, might create addi- 
tional conflict. 

In addition, the implication of limitless- 
ness could also be disturbing, particularly 
to the neurotic individual who must main- 
tain absolute control over all inner proc- 
esses. Complete boundlessness as an ac- 
cepted and given quality of a God he must 
confront in his religious belief might cre- 
ate anxiety as an externalized symbol of his 
own feared loss of control and/or limi- 
tation. 

The neurotic is already driven toward 
perfection as an intrapsychic process, ac- 
cording to Horney. The psychological “‘con- 
struct” embodying the sum of attributes 
toward which this move is directed is unique 
for each individual, is an idealized image 
of himself. Certain qualities therein are 
invested with pride and so assume greater 
or lesser significance, become admired or 
despised, according to their importance for 
maintaining this unconscious image. The 
penalty for relief from inner conflict af- 
forded by creation of this illusion is the 
restrictive effect of having to maintain it 
under constant threat of anxiety. The to- 
tality of these qualities comes to be experi- 
enced as inner dictates, as an inner au- 
thority, often felt as exerting a strong 
dyanmic pressure. 

At whatever phase of this neurotic de- 
velopment the individual may be, with 
whatever particular compulsive character 
traits, conflicts, partial or total solutions to 
conflicts the individual has had to adopt, 
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the aforementioned qualities inherent to 
religion may come into apposition or oppo- 
sition at some time in life. Religion may 
then become identified with the intrapsy- 
chic process. It may then reflect the inner 
quality, or reinforce the inner conflict or 
solution, or otherwise modify it. 

Of special importance in this relation- 
ship is the process of externalization, the 
experiencing of intrapsychic phenomena 
outside oneself. Every psychic quality, 
healthy or neurotic, from every level of 
conscious or unconscious activity, may be 
so externalized. The theistic God, intangible 
yet personally concretizable, indefinable yet 
theologically described, omnipotent and 
transcendent yet identifiable with human 
weakness, authoritarian yet forgiving, is par- 
ticularly suitable for becoming a focus for 
such externalization. As important as the 
practical, ritualistic side of religion for the 
expression of personality, is the emotional 
significance of the individual’s conception 
of God. Whether He is personalized as a 
finite, existing Being (such as the patriarch 
portrayed by the artists, and which the 
emotionally naive often visualize), or as 
cosmic Essence, this concept is indeed a 
personal one and intimately related to the 
function served by the belief in God. 

The notion that religion is the repetitive 
dramatization of the child’s feelings toward 
the parents, and that God represents the 
child’s physical father, is inadequate to ex- 
plain this adult conception as it is found 
either in the more healthy or the more neu- 
rotic individual. It is an oversimplification, 
as incorrect as conceiving the adult as a 
large child. Certainly the child is influenced 
by his father—as he is by his mother, sib- 
lings, teachers and compeers. Personal quali- 
ties are derived from each of these by many 
ways of reaction, by identification, imita- 
tion, by movements against or away from, 
and the direction of growth so channeled. 
But these are multi-dimensional, multi- 
directional relationships, changing con- 
stantly during development. No particular 
personality trait, attitude or symbol can be 
seen as simply the “repetitive dramatiza- 
tion” of a previously experienced unique 
relationship or event. 
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To postulate God, therefore, as the un- 
conscious physical father—even if this is 
qualified as real or desired or fantasied— 
is to negate the autonomous nature of the 
changes inherent in and resulting from 
both the self-perpetuating neurotic process 
and spontaneous, constructive growth. It 
likewise oversimplifies the complex symbol- 
making function of the human being. No- 
where is this more evident than in psycho- 
analysis, where, as we have seen in our 
examples, the spoken reference not only 
represents the real object but God could 
represent real paternal qualities, and also 
symbolizes one’s own unconscious person- 
ality traits. 

This largely unconscious picture is rather 
a composite of meanings, values and attri- 
butes derived from the individual’s own 
character structure, in which certain aspects 
are felt as more significant out of the many 
theological descriptions. Its formation is 
subject to the many psychological forces we 
have described in the neurotic process. And 
as the individual changes during analysis, 
so too do his attitudes toward religion and 
toward God. 


SUMMARY AND CONCLUSION 


Although we have briefly indicated the 


many factors which must be considered in 
defining religion, the basic distinction we 
are concerned with is that between subjec- 
tive and objective religion. By subjective 
we mean the personal experiential inter- 
pretations, meanings and attitudes given by 
each individual to objectively declared reli- 
gious tenets. This includes its intellectual 
(beliefs), its emotional (faith), its behavioral 
(ritual) aspects, and the conception of God, 
whether on a conscious or unconscious level. 
The nature of this subjective formulation 
depends on the complex symbol-making 
function of the human being and on the 
many dynamic forces constantly interact- 
ing and changing within a personality 
during its life-span. Among these forces, 
as expressed in religion, may be both 
healthy—in the sense of being part of con- 
structive growth, spontaneous, motivated 
by genuine wants or feelings, and directed 
toward realization of one’s real self—and 


| 


ly 


a 


JACK L. RUBINS 


neurotic—in the sense of being compulsive, 
needing to avoid anxiety and driven by the 
dictates of an unconscious idealized self 
with an irrational, felt authority. 

In the child, religion will be more or less 
influential in the developing personality as 
an environmental factor, similar to many 
other external factors. In the adult, too, 
attitudes toward religion cannot be sepa- 
rated from attitudes toward other areas of 
living, since the same psychic motives are 
involved. However, there are certain quali- 
ties inherent in religion which may have a 
particular relationship with the neurotic 
process. Thus, religion as a social institu- 
tion may contribute to inner conflict by 
the dichotomy it makes between the con- 
crete and the abstract, by its traditionalism 
in face of cultural change, and by its com- 
pulsive, survivalist function. It may do 
likewise as bearer of the God-idea by its 
idealization of Divine attributes, and by 
its notion of Divine transcendence and 
boundlessness. Various movements in the 
neurotic process may cause the individual 
to react to these qualities of religion to pro- 


duce characteristic neurotic attitudes. In 
psychoanalysis the symbolic meanings of 
these inner movements in religious terms 
are brought into awareness. As they change, 
so too do religious concepts. 
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BOOK REVIEWS 


STUTTERING: A PsYCHODYNAMIC APPROACH 
TO THE UNDERSTANDING AND TREATMENT. 
By Dominick A. Barbara, M.D., F.A.P.A. 
304 pp. The Julian Press, 1954. $5. 


R. BARBARA, a pupil of the late Karen 
Horney, has presented us a readable, 
interesting and challenging study of stut- 
tering from the psychoanalytic point of 
view. The book is a worthwhile undertak- 
ing since it gives the reader some valuable 
understanding of the phenomenon of stut- 
tering as well as a fairly complete review 
of Horney’s theory of neurosis and human 
motivation. 

The author’s approach is a holistic one; 
he feels that stuttering can be understood 
only within the context of the total per- 
sonality and that many etiological factors 
play a role in the genesis of the syndrome. 
To Dr. Barbara, the important thing is to 
place less emphasis on the symptom and 
more on the character structure of the indi- 
vidual who is stuttering. With that as his 
focal point, the author proceeds to give a 
detailed account of Horney’s theory of 
neurosis. He endeavors to use these theo- 
retical concepts to weave the disconnected, 
fragmented knowledge of stuttering into 
one understandable whole. 

The book opens with definitions and 
informative data about the subject, such as 
the age at onset of stuttering, its prepon- 
derance in males, the high familial inci- 
dence and so on. It then goes on to a 
fairly concise and objective discussion of 
the theories about stuttering held by vari- 
ous authorities. There follows a chapter 
on stuttering in psychotics which seems 
misplaced in the early part of the book. It 
is followed by an excellent chapter called 
“Basic Dynamics.” It is in this chapter that 
the author comes to grips with the actual 
development of the symptom of stuttering 


in the receptive soil of an already anxious 
and frightened child. His thesis, which he 
has developed with the assistance of the 
theoretical work of Wendell Johnson, is 
that all children have some disturbance, 
more or less, in fluidity and fluency of 
speech. In the overwhelming majority of 
children no stuttering will develop. How- 
ever, because of the operation of unhealthy 
factors in the personalities of some parents 
—such as a perfectionistic fixation on good 
diction—some children will fix attention 
on their imperfect speech and establish the 
inevitable vicious circle of anxiety leading 
to speech blockages, leading to more anxiety 
and so on. Later on, additional crises, like 
the school situation of psychic trauma of a 
sudden nature, aggravate the difficulty until 
a full-blown stuttering syndrome develops. 
This point of view seems to ring true to 
this reviewer, which has seen a similar 
picture develop in the son of one of his 
patients, who was himself a stutterer. It 
would explain in great measure the genesis 
and onset of stuttering from a holistic point 
of view—drawing together physiological 
and psychological factors and blending 
them into a whole picture. 

The rest of the book is valuable in that 
it tells the reader what happens to the 
stutterer in his later development, although 
it sheds little additional light on stutter- 
ing itself. We are reminded of the impor- 
tance of the underlying character dynamics 
when we see that the chapters entitled 
“The Use of Neurotic Claims by People 
Who Stutter,” “Self-Hate and the “Tyranny 
of the Shoulds’ in People Who Stutter” and 
“Alienation in Stuttering” could be written 
about other neurotic syndromes. There are, 
to be sure, some exceptions to this state- 
ment. Thus, the chapter on “The Demos- 
thenes Complex” presents a fascinating pic- 
ture of the idealized image in the stutterer. 


BOOK REVIEWS 


Two additional worthwhile chapters are 
“Language Behavior in Stuttering” and 
“The Speaking Situation in Stuttering.” 
This latter chapter is recommended par- 
ticularly because of how it portrays the 
poignant, real suffering a stutterer may 
have to endure every time he even thinks 
of making a comment, to say nothing of 
the anxiety that supervenes the moment 
he begins to speak. 

Even though the bulk of the book is 
essentially a good review of Horney’s theory, 
it should be borne in mind that it will be 
read by many people who will be intro- 
duced to this theory for the first time. 
Therefore, the author’s combination of 
our theories of neurosis with his own vast 
experience with stuttering has definite 
value. There is, however, a tendency to be 
repetitious, as for example in the many 
references to the stuttrer’s sensitivity to 
coercion. 

One important omission from the book 
is a discussion of stuttering as a manifesta- 
tion of emerging conflict in which one can 
almost see the conflict in the opposition of 
agonistic and antagonistic speech muscles. 
Another topic that could have been dis- 
cussed is the occasional stuttering seen in 
a self-effacing, timid person who is trying 
to express hostility. 

Aside from these shortcomings, the book 
itself is a desirable and successful one, ful- 
filling for the most part the goals set by the 
author. One last comment about the chap- 
ter on treatment: this is one of the best 
sections in the book. It is thorough, and 
goes into detail on such topics as the doctor- 
patient relationship, the equation of the 
therapist, the initial interview, blockages 
and the use of interpretations. It is also 
optimistic in spirit and this, indeed, is 
even more important than its thorough- 
ness, because optimism and faith are neces- 
sary qualities in an analyst working on a 
problem that is almost as old as speech 
itself. 

—Abe Pinsky, M.D. 


Tue Lire AND WorkK OF SIGMUND FREuD. 
Vor. I. By Ernest Jones, M.D. 428 pp. 
Basic Books, 1954. $6.75. 
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numerous biographies of 
Freud have already appeared, this 
monumental work (this volume is the first 
of three) is held to be the definitive one. It 
endeavors to give “the first complete pic- 
ture of the personality and private life” of 
Freud, in contrast to previous works which 
are considered either personally biased or 
factually inaccurate. In it we are carried 
up to 1900, when Freud was forty-four, 
through his “formative” years, or roughly 
the point of transition from his physiologi- 
cal to his psychological orientation. 

Any assessment of a biography of a con- 
troversial figure must take into considera- 
tion the author who is depicting, the per- 
son who is being depicted, and in the case 
of Freud, the work which has become syn- 
onymous with his name. The ideally ob- 
jective biography would consist of the pre- 
sentation of all the known facts, without any 
interpretative filling in or explanation of 
motives. Such objectivity is not only impos- 
sible, but in many ways not completely de- 
sirable. For instance, this presentation bene- 
fits from Ernest Jones’ technical talent as 
a writer, from his large experience and 
knowledge as a physician and psychiatrist, 
and from his long first-hand relationship 
with Freud as one of the last survivors of 
Freud’s “inner circle” of co-workers. Thus, 
the book generally is written in a siraple, 
discursive yet lucid style, except for those 
passages which must necessarily deal with 
technical, scientific descriptions; this makes 
for pleasant, easy reading. 

Furthermore, the amount of research the 
author has done to obtain as much objec- 
tive material as possible seems to have been 
tremendous. He has factually verified, on 
the spot, many hitherto loosely accepted 
or little-known details of Freud's life. He 
has consulted viva voce many authorities 
who knew Freud. He has had access to many 
of Freud’s hitherto inaccessible letters—for 
instance, to his sister, his fiancee, his friend 
Fleiss and others. 

The paucity of factual material about 
Freud’s early childhood and youth, and the 
family constellation at that time, is an un- 
derstandable but regrettable loss. Our feel- 
ing and understanding of Freud would have 
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been much deeper if it were possible to 
present this crucial early period as a con- 
tinuous, formative and changing process 
in a multidimensional environment, with 
multidirectional relationships among par- 
ents, siblings and friends. We can still 
appreciate what Dr. Jones does give, even 
though this important period is presented 
as a series of separate, abstracted incidents 
involving separated individuals. 

A very important aspect of the book is 
its exposition of the evolution of neuro- 
psychiatric thought during that period, and 
of Freud’s thinking in particular as related 
to this current. It brilliantly points up how 
Freud was the product of his culture and 
times, and how his thinking was influenced 
by the concepts held by his immediate 
predecessors and his contemporaries. Quite 
early, Darwin’s theories strongly attracted 
him and directed his interest toward bio- 
logical medicine. Later he came under the 
sway of the physico-chemical physiology of 
Helmholtz and Brucke, the anatomic cere- 
bral neurophysiology epitomized by Wer- 
nicke and Meynert, in which great advances 
were then being made, and the mechanistic, 
mathematical psychology of Herbart, Fech- 
ner, Griesinger and Meynert. There finally 
appeared the reactive swing toward the 
more dynamic, though still neurological, 
psychology with Charcot, Bernheim and 
Janet, which Freud followed and to which 
he gave impetus. 

Although Dr. Jones pays less explicit at- 
tention to this, the great degree to which 
the cultural moves affected Freud’s think- 
ing becomes evident to the reader. The cur- 
rent attitudes toward religion, economic 
standards and notions of morality all ap- 
pear in his writings and as focal points in 
his theorizing. His overemphasis on sexual- 
ity is understandable in the light of the 
suffering he experienced from the tabus 
then in vogue on any expression of sexual 
feeling. The same is true for his extensive 
writing on religion in view of the suffering 
and frustrations he experienced from the 
then-current prejudiced attitudes. How na- 
tural it was to look for examples of the 
same conflicts in others that he himself was 
experiencing. 
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Another important element of the book 
is its presentation of Freud the man. To the 
present generation which has not had the 
privilege of knowing him personally, his 
has become a legendary name. But the 
name has become synonymous with the 
theory, forgetful of the individual behind 
it. And as is often the case with contro- 
versial issues which some uncritically dis- 
agree with and some uncritically applaud, 
these sentiments may be projected onto the 
author as a person. It is an oft-forgotten 
truism that a man’s writings and ideas may 
be evaluated without evaluating their au- 
thor. If Dr. Jones and this book had done 
nothing else, they deserve just credit for 
having shown the true picture of Freud as 
a human being, an individual with human 
assets and frailties, rather than a vague 
authority behind the theory which has as- 
sumed such a prominent place in our 
thought. 

We see Freud as a child who is some- 
what aggressive toward those he can domi- 
nate, and outwardly submissive, respectful 
and affectionate toward those representing 
authority and strength. He is described as 
regarding his father as “the most powerful, 
wisest and wealthiest man”; his mother as 
loving, passionately emotional, indulgant 
of his whims and demands, proud of his 
intellect, studiousness and achievement. In 
later childhood he was much inclined to 
daydream of himself as a heroic military 
figure or similar leader. 

His personality seems to have changed 
during his middle adolescence, a change 
related by the author to his first “love 
affair.” His early aggressiveness was replaced 
by a more passive attitude, with emphasis 
on intelligence and “understanding” others 
as a way of having power. Thereafter, he 
was driven toward the prestige and success 
to be derived from intellectual achievement 
rather than predominantly social or econo- 
mic success. Dr. Jones shows how often 
Freud came close to making the discovery 
which might have given him fame during 
these years, but each time failed to take the 
final step; he always remained second best, 
permitting someone else to capitalize on 
his unfinished work. The needs he had for 
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recognition and admiration of his intel- 
lectual ability, originality and rightness 
were expressed in the demands he made on 
his friends for confirmation, with conse- 
quent feelings of hurt and anger when they 
were not satisfied. Such were his feelings 
before his break with Fleiss, and later to- 
ward Jung for publishing without mention- 
ing Freud’s name. 

Although he is described as having many 
friends at all times, he is likewise pictured 
as suffering from loneliness, even before 
his ostracism by the medical profession. 
One might wonder how deeply he was in- 
volved emotionally in these feelings of 
friendship, and what other feelings were 
included in these relationships. There is 
evidence that many of the “intense emo- 
tional reactions” he showed were more 
neurotic than profoundly and inwardly ex- 
perienced feelings. Many of his traits might 
be interpreted as indicating a need to avoid 
awareness of inner feelings and to maintain 
emotional distance. For instance, there is 
the fact that he wrote so prolifically and so 
eloquently described his feelings on paper, 
as contrasted with the paucity of descrip- 
tion of his emotions while in personal 
situations with his wife or friends. He also 
wrote that he was unhappy with the prac- 
tice of medicine because the constant emo- 
tional contact was stressful and_ tiring. 
Furthermore, he was disinclined to become 
involved in discussion at meetings, and 
advocated the use of the couch in analysis 
to avoid emotional involvement. 

A salient point which emerges from this 
volume is that Freud’s special greatness lay 
in his ability to express his genius in spite 
of his neurotic conflicts and inner turmoil. 
Certainly his determination and _ persever- 
ence, his having experienced loving warmth 
as well as suffering, his intelligence, his 
tremendous capacity to observe and describe 
so graphically, were most positive qualities 
and served him in good stead. Dr. Jones 
stresses that Freud was not the calm, un- 
touched person he gave the appearance of 
being. He was sensitive, moody, often anx- 
ious, and tormented by inner suffering, to 
say nothing of his psychosomatic symptoms, 
particularly during the last ten years 
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covered by this volume, before and during 
his self-analysis. 

Just what his self-psychoanalysis consisted 
of is difficult to determine from this bool. 
It must have been a tremendous emotional 
ordeal, but it is inadequately depicted here 
as consisting mainly of intellectual insights. 
It was effective in giving him considerable 
relief from his somatic symptoms and anx- 
iety; it enabled him to tap his constructive 
capacities to a greater extent, since the 
period of his greatest productivity was then 
ushered in; and if we are to judge from 
the sparse details of his home life and re- 
lationships with his wife and children, it 
brought him closer to his genuine feelings, 
with increased affection for his family and 
tolerance of himself and his shortcomings. 
The author notes that the analysis was in- 
complete. It is far more important for us 
today to appreciate the achievement in 
delving as deeply as he did into his per- 
sonality, unaided. 

On the negative side, as a biography, this 
reviewer found a regrettable incomplete- 
ness in the presentation of Freud’s total 
personality, which is inherent in the au- 
thor’s orientation. There is also a certain 
editorial restraint in the emotional intensity 
of an otherwise detailed presentation which 
will not prevent it, however, from having 
considerable impact on the reader. 

These defects were eclipsed, in this read- 
er’s opinion, by his feeling on closing the 
book that he had been given a glimpse of 
the mortal Freud behind the legend, a man 
for whom he could have liking, sympathy in 
loneliness and struggle, respect and great 
admiration. The book is to be recommended 
to every psychiatrist, whether he is a psy- 
choanalyst or not, whether in accord with 
all of Freud’s theories or not. It should be 
read as a human biography, the reader dis- 
counting, if he so wishes, the questionable 
analytic interpretations. The evolution of 
Freud’s theories was of less interest to the 
reviewer as a technical aspect of psycho- 
analytic development, since this has been 
discussed elsewhere. It is of interest mainly 
as indicating corresponding changes in his 
personality and giving the historical per- 
spective in the framework of that era. 
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It is these human qualities rather than 
its stylistic literary format which makes for 
the excellence of this volume and which 
are likely to put it among the classics of our 
time. 

—Jack L. Rusins, M.D. 


MAN’s SEARCH FOR HiMsELF. By Rollo May, 
Ph.D. 281 pp. W. W. Norton & Co., 1953. 
$3.75 


OLLO May, in his most recent book, 

Man’s Search for Himself, proposes “to 
discover ways in which we can stand against 
the insecurity of our time, to find a center 
of strength within ourselves, and as far as 
we can, to point the way toward achieving 
values and goals which can be depended 
upon in a day when very little is secure.” 
I am sure that from his experience as a 
therapist and as a result of his inquiries 
into literature, philosophy and ethics he 
has evolved a personal philosophy satisfy- 
ing to himself. I, too, found his exposition 
quite satisfying, but so far as an original 
contribution to any of these fields, or to 
psychoanalysis, is concerned I searched in 
vain. For the general reader, Man’s Search 
for Himself might well provide the stimu- 
lus for further investigation into the na- 
ture of emotional problems, the economic 
and social perplexities of our day, ethical 
values, the place of art and literature in 
our lives, and other phases of man’s inner 
and outer experiences. The analyst will 
find familiar concepts agreeably presented 
and additional evidence, if any is required, 
of the brightness of spirit and the aliveness 
of the author. But for new ways toward 
self-realization, the analyst had best look 
elsewhere. 

Dr. May calls the first section of his work 
“Our Predicament.” He describes modern 
man’s hollowness, loneliness and anxiety 
as the characteristics of the malady of the 
Western world. What he has to say about 
the first two has been far more dynamically 
stated by Horney under the more compre- 
hensive term, alienation. As to anxiety, this 
symptom is treated rather sketchily. In a 
clinical example he indicates his adherence 
to the concept of the repetition compulsion 
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in the etiology of neurotic anxiety—anxiety 
of the moment is the result of a conflict of 
the past, unresolved and repressed. A major 
fault in this part of the book, as well as 
throughout the text, is Dr. May’s rapid 
shifts from the interpersonal plane to the 
intrapsychic without sufficient demarcation 
and contrast. Similarly, a profusion of an- 
alogies and examples is presented from a 
wide diversity of fields—physiology, litera- 
ture, art, drama, sociology, government— 
often obscuring rather than clarifying his 
thesis. 

Part Two is called “Rediscovering Self- 
hood.” (Self-hatred comes under examina- 
tion, but its relation to pride is described 
in a way which seems startling to those who 
have absorbed Horney’s direct delineation 
of the pride system.) The greater portion 
is devoted to what Dr. May calls the differ- 
entiation of the person from the mass. He 
goes into considerable analysis of the 
Orestes of Aeschylus, the drama involving 
the struggle of a son against his mother, in 
contrast to the conflict of son versus father 
in Oedipus Rex. Present-day society, Dr. 
May feels, tends toward the matriarchal, 
and so the struggle toward individuality 
involves children in conflict with their 
mothers from whom they have to cut loose 
before they can become mature persons. 
Their own dependent needs, as well as the 
mother’s dominance, have to be conquered. 

Part Three, the concluding section of the 
book is called “The Goals of Integration.” 
Much of the subject matter considered here 
will be familiar to those readers who at- 
tended the series of lectures at the New 
School called “Moral Alternatives in Our 
Time,” which was given a few years ago 
by Drs. Horney and Norman Kelman. Dr. 
May writes, “We simply propose that our 
social and economic ideal be that society 
which gives the maximum opportunity for 
each person in it to realize himself, to 
develop and use his potentialities and to 
labor as a human being of dignity giving 
to and receiving from his fellow men.” 
There is essentially no difference between 
this socio-economic goal and the one 
Horney postulated as both an objective of 
and a prerequisite for self-realization. 
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In his therapeutic work Rollo May has 
had contact with a large group of indi- 
viduals from religious backgrounds, as well 
as from the religious professions. He dis- 
cusses both the neurotic and healthy aspects 
of faith in a chapter entitled, “The Cre- 
ative Conscience,” to my mind the finest 
part of the book. Dr. May feels that reli- 
gion can be misused by the individual to 
further his dependency, to escape into the 
pseudo-security afforded by belief in a “cos- 
mic papa.” He points out the neurotic de- 
mands made by such a believer, in essence 
the contract, “I will do what you say, but 
you must take care of me.” The conformity 
which established tradition and institutions 
demand in every era comes into conflict 
with the rebellion essential to the establish- 
ment of the tradition and institutions of 
the next epoch. “It is amazing to note how 
often the saints of one period have been, 
in historical fact, the so-called atheists of 
the previous period.” 

This development parallels the individ- 
ual’s maturation, his growth from depend- 
ent childhood, through rebellious adoles- 
cence into responsible childhood; the pa- 
rental ,authority is replaced by the next 
generation’s assumption of adult status. But 
not all tradition is discarded, nor all the 
ethical values of other times. The mature 
individual is in a position to choose what 
is fundamental and constructive through- 
out all the ages and make them his. Dr. 
May touches on the problem of deter- 
minism and states in essence, as do we, 
that to the extent that a person’s motiva- 
tions remain unconscious and to the extent 
that he is compulsively driven by them, to 
that extent are his decisions and his way 
of life fettered or determined. In regard to 
making a choice, the ethical decision is one 
which as nearly as possible represents a 
unity of conscious and unconscious mo- 
tives, ambivalence then being as close to 
zero as possible. 

Although Rollo May specifically states at 
one point that his book is on psychology, 
in reality he complicates his task by exten- 
sive excursions into philosophy and ethics. 
As a result, depth is sacrificed to area; too 
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much is covered too thinly. Also, a feeling 
of disproportion is induced in the reader, 
at least in this reader. For example, Dr. 
May does eventually stress certain aspects 
of inner conflict in neurosis but the subject 
is pursued in an oddly dispersed way. On 
the other hand, he deals with external 
causes of anxiety in quite a concentrated 
fashion. In this connection it is significant 
that his only reference to Horney concerns 
her writings of the nineteen thirties, when 
she wrote of conflicts between the indi- 
vidual and the group. In view of the simi- 
larity between Horney’s evolution of her 
theories and the order of presentation of 
like problems in Dr. May’s book, it is sur- 
prising that he makes only this one refer- 
ence to her contributions. He does acknowl- 
edge the influence of Freud, Sullivan and 
Erich Fromm. So far as his therapeutic 
method is concerned he gives scanty infor- 
mation, but in some areas it is apparent 
that he relies on the classic analytic ap- 
proach. Thus, “we have seen that many of 
the problems of disturbed potency among 
men are due to a fear of women by way of 
fear of their mother, a focus of anxiety 
which may be symbolically expressed by 
their fear of the penis being absorbed and 
taken away during invagination, fear of the 
woman’s domination, or of becoming de- 
pendent on her, and so on. In therapy the 
origins of these problems have to be 
worked through quite specifically.” 

Some of Dr. May’s extra-psychologic for- 
mulations I found difficult to accept. Al- 
though he has every reason to call this era 
an “Age of Anxiety” and a time of transi- 
tion, these descriptive terms can equally 
well be applied to every other period of 
human history. Terms like “radar-directed 
man” or “gyroscope man,” while provoca- 
tive, are not really clarifying. He suggests 
that we have lost a feeling for nature and 
also the sense of tragedy. These proposi- 
tions are certainly open to serious challenge. 

The book is written in an easily readable 
style and will provide food for thought 
even though the caloric content will be only 
moderately warming. 

—Epwarp GEnpeEL, M.D. 


| 


ANNUAL REPORTS: 1953-1954 


AN APPRECIATION 


The Board of Trustees of the American Institute for Psychanalysis regret- 
fully announces the resignation of Dr. Elizabeth Kilpatrick as Dean of the 
Institute. We wish to express to Dr. Kilpatrick our deepest appreciation for a 
difficult task well done. 

Dr. Kilpatrick was elected Acting Dean in December, 1952, and Dean in 
March, 1953. A member of the Institute from its founding, Dr. Kilpatrick 
was able to provide the quality of leadership which was required following the 
grievous loss of Karen Horney. Those who worked with her during this heal- 
ing period can attest to the devotion, the kindness, and the grace which Dr. 
Kilpatrick brought to the difficulties which confronted her. She resigns as 
Dean for personal reasons. Her deep interest in the principles and growth of 
the Institute remains undiminished. As Associate Dean to the newly elected 
Dean, Dr. Harold Kelman, she will continue to contribute richly to the 
further fulfillment of our mutual goals. 


May 23, 1954 


The Association for the Advancement 
of Psychoanalysis 


The Association continued its activities 
in the holistic and dynamic spirit of Karen 
Horney’s work. Its membership increased. 
The Academy lectures were devoted mainly 
to clinical topics. The Interval meetings, 
which showed an increasing aliveness and 
more active participation by members and 
candidates of the Institute, focused on 
problems of psychoanalytic therapy. This 
year’s Karen Horney Lecture was given by 
Professor John C. Witehorn. It was pre- 
ceded by a dinner in his honor in the New 
York Academy of Medicine. 

Emphasizing the significant role of the 
analytic relationship, the Association organ- 
ized a Round Table Discussion on “The 
Doctor-Patient Relationship in Therapy” 
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Boarp OF TRUSTEES 


at the A.P.A. meeting in St. Louis. Chaired 
by Dr. Alexander R. Martin, the panel 
included Dr. Harold Kelman and Dr. 
Bella S. Van Bark of our Association. They 
were joined by Drs. Camilla A. Anderson, 
Judd Marmor, Norman Reider, Edith 
Weigert and Carl A. Whitaker. The Round 
Table attracted wide interest at the con- 
vention. Members of .the Association gave 
lectures at state hospitals and to scientific 
societies. The Association continued to co- 
operate with the Karen Horney Founda- 
tion in the creation of a Karen Horney 
Clinic for Psychoanalytic Therapy. 

The American Journal of Psychoanalysis 
published an enlarged “Karen Horney Me- 
morial Issue” which, in addition to papers 
by members of the Association, included 
contributions by leading psychiatrists and 
psychoanalysts of the United States and 
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Europe. The growing interest in the 
Journal is evidenced by a large increase in 
its circulation. An article by Dr. Weiss was 
translated into Spanish and published in 
the Archivos De Neuro-Psiquiatria. 

The Foreign Relations Committee ex- 
tended our contacts in Europe, Asia, and 
South America. Drs. Becker and Wenkart 
participated in the International Congress 
for Psychotherapy in Zurich and Drs. 
Hirsh, Weiss and Van Bark participated in 
the Toronto meeting of the World Federa- 
tion of Mental Health, of which our Asso- 
ciation became a member. 

The Auxiliary Council to the Association 
continued its program of seminars and 
lectures. The seminars dealt with the fol- 
lowing topics: “Men, Women, and Morals” 
(Dr. B. Joan Harte) ; “Possibilities of Self- 
Analysis” (Dr. Ada C. Hirsh) ; “Your Life 
—Are You Living It?” (Dr. Milton M. 
Berger); “Psychoanalysis and Art” (Drs. 
Charles Hulbeck and Antonia Wenkart). 

Six lectures were given: “Morality and 

the Two Sexes” (Drs. B. Joan Harte and 
Milton M. Berger); “The Challenge of 
Self-Analysis” (Drs. Ada C. Hirsh and 
Antonia Wenkart) ; “The Search for Self- 
Confidence” (Drs. Bella S. Van Bark and 
Ralph Slater); “The Dangers of Over- 
Protection” (Drs. Milton M. Berger and 
‘Norman Kelman); “Modern Art—an Ef- 
fort toward Self-Expression” (Drs. Charles 
R. Hulbeck and Antonia Wenkart) ; “Di- 
lemmas of Parenthood” (Drs. Sara Breit- 
bart and Joseph Yollmerhausen) . 

“Psychoanalysis Looks at Ethics, Educa- 
tion, Culture, Literature, and Science” 
(Drs. Frederick A. Weiss, Norman Kelman, 
Paul Lussheimer, Bella S. Van Bark, Harold 
Kelman) was presented as a seminar and 
later as a Round Table discussion. 

ACAAP participated for the first time in 
Mental Health Week, ACAAP’s president, 
Peggy Morrison, and vice-president, Elena 
Shamberg, talked about the Auxiliary 
Council’s part in “Pioneering in Mental 
Health.” Drs. Helen Boigon and Geoffrey 
F. Osler spoke on “The Courage to be 
Yourself.” The past year saw broader par- 
ticipation and a peak membership of 727. 

In personal contacts with colleagues here 
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and in France, Switzerland, the Nether- 
lands and Germany, an increasing interest 
in the work of the Association and agree- 
ment with its aims were found. The posi- 
tive response which our activities have 
received during the last year in the United 
States and in Europe, reflects a growing 
trend among psychiatrists and _psycho- 
analysts to break through the walls of 
closed systems and to move ahead in the 
spirit of scientific and humanistic freedom. 
Man himself, growing and striving toward 
self-realization, and the therapeutic rela- 
tionship whose essential task it is to foster 
this process of self-realization, are moving 
into the center of psychoanalytic theory 
and practice. 

—Freperick A. Wess, M.D. 

President, 1953-1954 


American Institute for Psychoanalysis 
BOARD OF TRUSTEES 


This has been a year of transition. It has 
been a year of recovery from two great 
losses, of regrouping and moving forward. 

The Board met thirteen times and called 
two membership meetings. The member- 
ship consisted of four members, eight as- 
sociate members and twenty-one auxiliary 
members—the same total as last year. 

At the June 17 and September go, 1953, 
meetings many matters of policy were dis- 
cussed and passed upon. Drs. Benjamin 
Wassell and Harry Gershman were granted 
certificates to practice psychoanalysis. 

A membership meeting was held on Oc- 
tober 11, 1953, at which annal reports were 
read by the president, treasurer, dean, and 
the membership and grievance committees. 
Procedures, within the constitution, were 
formulated for increasing participation of 
the whole membership in the affairs of the 
Institute. At a Board meeting which fol- 
lowed action was taken on pending busi- 
ness. 

At the meeting of November 8, 1953, the 
Faculty Council and Board reviewed policy 
with reference to standards for certification. 
Broader participation by the Board and 
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the Certification Committee in this matter 
was discussed and passed on at the January 
meeting. Dr. Julius Nelson was certified. 
At a continuation of this meeting on 
December 4, 1953, Dr. Norman Kelman 
resigned as Associate Dean. 

Drs. Eleanor Crissey and Bernard Zuger 
were certified at the December 13, 1953, 
meeting and Dr. Norman Kelman was ap- 
pointed a provisional supervising analyst. 
Dr. Paul Lussheimer was appointed to the 
Faculty Council to fill out the unexpired 
term of Dr. Muriel Ivimey. Dr. Alexander 
R. Martin resigned as a member of the 
Faculty Council. On the recommendation 
of the Dean, Dr. Elizabeth Kilpatrick, Dr. 
Martin was elected Associate Dean for her 
term of office. The Board expressed grateful 
appreciation to Mr. Nathan Shainberg for 
his gift of $2000 and to its President, Dr. 
Harold Kelman, for his contribution of 
$1000. Dr. Abe Pinsky was certified at the 
Board meeting of January 17, 1954. 

The Recommendations of the Faculty 
Council for courses and lecturers for the 
year 1954-55 were approved by the Board 
at its February 14, 1954, meeting. Dr. 
Benjamin Becker was certified. This meet- 
ing was concluded on March 14, 1954. 

At each meeting reports were discussed 
regarding a clinic in cooperation with the 
Karen Horney Foundation. A special meet- 
ing was held on March 3, 1954, to review 
the work to date and to make some final 
decisions. The Board concluded that several 
possible plans needed further investigation. 

At the March 14 and April 11, 1954, 
meetings the Board continued its discus- 
sion of clinic plans, discussed and acted on 
other administrative matters. At the April 
meeting, Dr. Bella S. Van Bark was ap- 
pointed a provisional supervising analyst. 
This adjourned meeting was resumed on 
May 12, 1954, and devoted mainly to a 
discussion of the clinic. At this meeting 
Dr. Norman Kelman resigned as a member 
of the Board. 

At the annual membership meeting on 
May 23, 1954, the following gave their in- 
terim annual reports: president, treasurer, 
dean, and membership and grievance com- 
mittees. Drs. Harry Gershman, Paul Luss- 
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heimer and Sara B. Sheiner were elected 
trustees for three-year terms. The member- 
ship and grievance committees were elected. 
The membership approved the appoint- 
ment of four members, ten associate mem- 
bers and fifteen auxiliary members. 

At a Board meeting which followed, the 
resignation of Dr. Elizabeth Kilpatrick as 
Dean was accepted with regret and apprecia- 
tion for her work. Dr. Harold Kelman was 
elected Dean and Dr. Elizabeth Kilpatrick, 
Associate Dean. Dr. Alexander R. Martin 
was elected to the Faculty Council to fill 
out the unexpired term of Dr. Elizabeth 
Kilpatrick. Dr. Isidore Portnoy and Dr. 
Paul Lussheimer were elected to the Faculty 
Council for two-year terms. The following 
were elected officers of the Institute: Dr. 
Nathan Freeman, President; Dr. Harold 
Kelman, Vice-President; Dr. Frederick A. 
Weiss, Treasurer; Dr. Sara B. Sheiner, Sec- 
retary. 

—Harotp Ketman, M.D. 
President, Board of Trustees 


THE DEAN 


Our aim during the past year was toward 
a better-integrated and more individualized 
training program. We attempted to provide 
means by which each candidate could ad- 
vance his knowledge of analytic theory and 
technic at the same rate at which he was 
becoming better integrated through his per- 
sonal analysis. To this end we met with 
groups and individuals of the faculty for 
discussions of content and adaptability of 
courses. The faculty was informed of par- 
ticular needs of individual candidates. Many 
meetings were attended by training analysts 
for discussion of the problems of individual 
candidates or of the program as a whole. 
Advancement of each candidate was made 
by the Faculty Council in conjunction with 
his training analyst and advisor. The course 
evaluations by instructors and candidates 
have continued to be helpful. We foresee 
possibilities for improvement and greater 
utilization of these sources for appraising 
our efforts. 

There has been an increasing number 
of conferences between candidates and 
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members of the Faculty Council concern- 
ing personal and general problems relating 
to the training program. These have been 
mutually helpful. One meeting was held 
with the first and second-year candidates. 

The Faculty Council carried out its func- 
tions of preparing the curriculum and 
supervising the conduct of the courses in 
cooperation with the Board of Trustees. 
Twelve applications for admission to the 
Institute were considered. The Faculty 
Council met with Certification Committees 
to evaluate the qualifications of eight candi- 
dates applying for certification. 

During the academic year 1954-1955, 
seventeen courses will be given for candi- 
dates in training. Three of these will be 
open to all psychiatrists. Four courses will 
be given at the New School as part of its 
curriculum. In keeping with our desire for 
more individual participation, clinical 
courses will be restricted as far as is pos- 
sible, to ten participants. A continuous 
case seminar for graduates of the Institute 
will be conducted by a training analyst 
who will also present the case material. 
Clinical Case Histories 1 and 11 have met 
a need for clinical courses in the junior 
years. Both will be part of the required 
foundation courses. 

Our trend is in the direction of offering 
technical courses in two parts. The pur- 
pose of this is another means to gear the 
candidate’s academic training to his emo- 
tional development. In making a survey of 
our progress as a group we are of the opin- 
ion that the continued success of our train- 
ing program and, in turn, and our con- 
tribution to psychoanalysis will depend on 
the emotional maturity of our graduates. 
Each training analysis is therapeutic. Each 
step in the candidate’s advancement, in- 
cluding certification, depends on progress 
in his personal analysis. As a result we are 
confronted by the problem of the length 
of time our candidates spend in training. 
We see some solutions for this problem: 
careful selection of candidates (emphasizing 
particularly incentive for inner change), 
our advancement in the fundamentals Dr. 
Horney has laid down in theory and 
technic, and an increased interest of the 
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whole group in self-analysis. It has been 
gratifying that a majority of our graduates 
considers certification as another oppor- 
tunity for becoming better analysts. We 
then undertake post-graduate work and, 
frequently, personal analysis and super- 
vision of our cases. 

—E.izaBetH Kivpatrick, M.D. 


CANDIDATES ASSOCIATION 


The Candidates Association during the 
past year has continued to play an active 
part in the integrating and growing of our 
total organization. By utilizing our meeting 
time effectively we were able to hold stimu- 
lating discussions on technical difficulties 
which arise during the analytic relationship 
and the various methods used by members 
in handling these problems. 

The Association donated personnel and 
financial support to various programs in 
conjunction with AAP, including the Sec- 
ond Karen Horney Memorial Dinner and 
Lecture, and the policy of supplying copies 
of The American Journal of Psychoanalysis 
to libraries of selected medical schools and 
psychiatric hospitals. Several men taught 
or were co-instructors at the New School 
and at the Institute. A plan was adopted 
to provide death benefits for the survivors 
of deceased members. Two-thirds of our 
group became contributing members of 
ACAAP. Speakers were provided for var- 
ious organizations both in New Jersey and 
New York. The Bulletin grew in size and 
scope to include not only personnel news 
and announcements but also academic 
articles and reviews of books and plays. 

This year has been a full year and those 
of us who took an active part in it can 
look back with satisfaction at what we gave 
and what we got from being part of the 
Candidates Association. Our role as the 
association for candidates has grown, de- 
veloping old and exploring new directions 
of participation and contribution. It will 
continue to grow as each doctor assumes 
personal responsibility for his obligations 
as a member. 

—Norman J. Levy, M.D. 
President 
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Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum of three 
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Two Freudian analysts write 
the extraordinary 
case history of a 
musical genius 


and his Nephew 


A Psychoanalytical Study of their Relationship 
by EDITHA STERBA and RICHARD STERBA, M.D. 


HE most sublime of composers was also one of 

the most bizarre and enigmatic of human beings. 
The crucial relationship in his life—the emotional 
problem that broke Beethoven’s spirit and precipi- 
tated his death, has perplexed and misguided biog- 
raphers for the last century. 

Studying Beethoven’s own correspondence, the 
minutes of his conversations, and other verified 
original sources, the authors succeeded in finding the 
clue to Beethoven’s emotional life. In an absorbing 
narrative, they reveal his increasingly disturbed, 
almost psychotic personality. 


400 pages, 8 illustrations, $5.00 at all bookstores fC 
PANTHEON BOOKS, 333 6th Ave., N.Y. 14 
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Psychotherapeutic Intervention 
in Schizophrenia 
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with eighteen years of psychoanalytic practice, Dr. Hill is eminently quali- 
fied to write this major study of the treatment of schizophrenia. Viewing 
schizophrenia as “a way of life,” Dr. Hill discusses the attributes and mo- 
tives necessary in a person who hopes to work successfully with schizo- 
phrenic patients, defines schizophrenia as he uses the term, and presents an 
account of a person undergoing an acute schizophrenic catastrophe. The 
personality of the pre-schizophrenic, the process of personality develop- 
ment, and the role of the mother in formation of schizophrenic psychoses 
are all examined with great clarity and insight. $5.00 
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Principles of 
Intensive Psychotherapy 


By FRIEDA FROMM-REICHMANN, M.D. A systematic description of the 
principles of intensive psychotherapy, with special attention paid to simi- 
larities and differences in methods of treating neuroses and psychoses. Both 
ideal goals and practical aims of psychotherapy are discussed. $3 


Dynamic Psychiatry 


Edited by FRANZ ALEXANDER, M.D. and HELEN ROSS. The impact of 
psychoanalysis, its theory, methods, and therapy, upon psychiatry, as viewed 
by eminent people in the field. $10.00 
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“Books that Live” in Psychiatry 
Karen Horney, 


NEUROSIS AND HUMAN GROWTH 
The Struggle toward Self-Realization . 
In her newest and most profound book to date, Dr. Horney sets forth her 
ly considered theory of the causes and development of a neurosis. “Un- 
doubtedly the author’s most important work since The Neurotic Personality 


of our Time.”—M. F. ASHLEY MONTAGU, N. Y. Herald Tribune. “An 
important and constructive document."—MARTIN GUMPERT, N. Y. Times 


A pioneering book that is a recognized modern classic. “A genuine contribu- 
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psychiatric research and therapy.”—American Journal of Psychology $3.75 
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OUR INNER CONFLICTS 
A Constructive Theory of Neurosis 


“This lucid analytical character study well merits the attention of the pro- 
fessional or lay reader.”—Philadelphia Record. “Dr. de- 
vel with skill and really extraordinary compactness. book i 
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